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REHABILITATION: 


Walking Parallel Bars and Exercise Staircases 
of various designs; Posture Mirrors, single and 
triple; Gymnasium Mats in various thicknesses 
and coverings; Bicycle Exercisers; Restorator; 
Elgin Progressive Resistance Exercise Units; 
Quadriceps-Gastrocnemius-Footdrop Boots; 
Ankle Exercisers; N-K Units; Dumbbells, iron 
and wood; Indian Clubs; Wall Pulleys; Door 
Pulley Assemblies; Guthrie-Smith Suspension 
Apparatus; Stall Bars; Shoulder Wheels with 
Standing (Tilt) Tables; 
Manuflex and Gym Kit; Kanavel Table; Com- 


height adjustment; 


plete line of Bunnell Hand and Finger Splints; 
Keystone Splint for ambulation; Sayre’s Head- 
slings of various designs in leather or canvas; 
Hausted Tractionaid. 


INVALID EQUIPMENT: 

Everest & Jennings Wheelchairs; Hollywood 
Wheelchairs; Commodes; Walkers and Walk- 
ing Aids for every need; Hydraulic Patient 
Lifters for bed, wheelchair, auto and bath tub; 
Self propelled Wheelstretchers, adjustable in 
height; Stryker Turning Frames; Large selec- 
tion of Crutches, hardwood and aluminum; 
Canadian Crutches; Tripod and Four-legged 
Canes. 


TREATMENT ROOM FURNITURE: 

Large selection of Treatment Tables — uphol- 
stered or with separate foam rubber pads; 
Footstools; Two-Step Footstool; 
Stools; Utility Tables; Timers; Metronomes. 


ALL your needs supplied 
by ONE reliable source 


175 FIFTH AVENUE, 
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REHABILITATION 


SELF-HELP DEVICES: 


Bath Tub Seats and Rails; Toilet Armrests; 
Raised Toilet Seats of various types; Inconti- 
nent Aids; Elastic Shoe Laces; Telephone Hold- 
er; Automatic Page-Turner; Pick-up Sticks- 
Reachers; One Arm Knife and Fork Combina- 
tion and other ADL Devices. 


DIAGNOSTIC APPARATUS: 


Chronaximeters; Dynamometers; Newman My- 
ometer; Goniometers; Stop watches; Vitalo- 
meters and Dry Spirometer. 


Featured Item of Interest 


THE NEW KEYSTONE SPLINT 
Useful in ambulation training of patients, 
particularly hemiplegics and paraplegics. 
Also used in determining brace require- 
ments and for im- 
mobilization of frac- 
tures. Made of wash- do 
able preshrunk ma- i 
terials; has hardwood Ni 
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stays for knee and/or ‘ 
hip stabilizations, and 
6 straps which can “< 
be placed in various ¥} 
positions. 
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CEREBRAL PALSY 
EQUIPMENT 


WORK TABLE 


This table is built of tubular steel 
adjustable in height from 29” to 40”. 
Has a formica top 22” by 30” adjust- 
able to any position. This table was 
designed at the request of many de- 
partments for use as a typewriter ta- 
ble, powder board, work table and 
drawing board, for wheel chair pa- 
tients. 

Price $145.00 


EXERCISE AND SHOULDER WHEEL 


The LaBerne Portable Exercise and 
Shoulder Wheel was designed for 
overbed or wheel chair use as well 
as Physical Therapy department. 
Mounted on a “telescopic” tube with 
height adjustment it has steel base 
and lock casters. The wheel itself 
is mounted with swivel joint adjustable 
to five positions from vertical to hori- 
zontal, offering many exercises not 
previously possible. The counter-bal- 
anced wheel is 24” with an adjustable 
handle making available up to a 48” 
arc, and is mounted on roller bearings 
with sensitive resistance adjustment. 


Price $145.00 





ADJUSTABLE HEIGHT TREATMENT TABLE 


LaBerne Adjustable Height Treatment Table is built of 14%” 
tubular steel and angle iron with walnut finish top, with built-in 
linen shelf. Table is 78” long, 28” wide. Adjustable in height 


from 27" to 36” by hand crank. 
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Price $225.00 
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UTILITY ELECTRIC WALK-OFF TABLE 


A new model electric table designed to 
meet the budgets of small hospitals. This 
table is sturdily built of tubular steel and 
angle iron with lock casters, walnut fin- 
ished hardwood top, restrainer straps and 
footboard. Has automatic cut-off switches 
for both up and down positions furnishing 
any degree of tilt from vertical to hori- 
zontal. Price $395.00 
Also available with plastic covered foam 
rubber top $40.00 extra 
Cervical traction attachment 


$25.00 extra 
Same as above available in hand-operated 


model Price $225.00 





LABERNE PARALLEL BARS 


easy adjustment, automatic 
spacing— 


New parallel Bars requiring only 15” of 
floor space for each section. Built with 
10° angle offering automatic width ad- 


justment. Has height adjustment from 
17” to 44”. Available in lengths from 
8’ to 30’ . May be had with hardwood 


handrails or with 144” round atactic 
bronze handrails. Prices start at $295.00 


All prices FOB Columbia 


Columbia, S. C. Phone 2-8609 
ORIGINATORS OF THE “WALK-OFF” PHYSICAL THERAPY TABLE 


Ak — Manufacturing Company, P. O. Box 5245, 
® 7 . an 
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Products that 
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~ Confinement loses its boredom 
with this new exclusive wheel chair table. 
Patient can read, write, paint, sew, type 
—do anything—just as at a desk. Adjust- 
able to fit arms of any wheel chair—table 
top raises, lowers and tilts as desired. 
Even adjustable for removable sliding 
book rest. Use with respirator chest shells. 
Order by No. 5215—$59.95 each. 


Patients are on their feet in a 
hurry with the Keystone Canvas Splint. 
Lightweight, inexpensive, and sturdy, it 
has removable wooden stays which adjust 
to give controlled rigidity and flexibility 
for adequate support for any size patient. 


Helps pre-determine brace require- 
ment, also enables patient to use muscles 
and practice ambulation while braces are 
being constructed. Unobstructed X-Ray 
penetration. Washable, pre-shrunk can- 
vas, web straps, polished birch stays. 
Complete with attractive, durable case. 
Order by No. 6197—$33.50 each. 


For the most complete variety of advanced equipment and sup- 
plies in the rehabilitation field ... plus unequalled distribution 
and service facilities . . . consult your Rehabilitation Products cata- 
log first. It is available through our representative in your area, 
or write today to our Division Office nearest you. 
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Division of American Hospital Supply Corporation 
Department JP, 2020 Ridge Avenue, Evanston, Illinois 
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THE PATIENT AND HIS MOTIVATION* 


NORMAN Q. BRILL, M. D.** 


Health is usually looked upon as a_ priceless 
asset—one that makes possible the utmost enjoyment 
of life and the greatest opportunity to achieve worth- 
while objectives whatever they may be. It is generally 
assumed therefore, that any sick person will desire 
to have his health restored and will actively cooper- 
ate in measures that are prescribed to restore his 
health. 


Anyone who works with sick people knows this is 
not always the case. Much too often do we encounter 
patients who seem to not want to get well, who in 
one way or another frustrate the efforts of their fami- 
lies or others who seem intent on helping them. 


There are a few instances where patients con- 
sciously dread the treatment more than the illness 
and even though there is a marked neurotic compo- 
nent in these cases, they don’t appear too abnormal 
to the average person. For example, a person may 
neglect a decaying tooth because of fear of the den- 
tist, or avoid an operation because of fear of surgery. 
Usually when the suffering becomes great these pa- 
tients seek help, even if reluctantly or with great 
fear. It is not these patients that I shall be discussing 
but those with a more malignant type of disorder. 


It must be very frustrating to be working in the 
field of rehabilitation and to be constantly meeting 
up with clients who give the unmistakable impression 
that they don’t want to be rehabilitated despite a 
veneer of cooperation and interest. When Mr. Gull- 
edge of the Vocational Rehabilitation Bureau asked 
me to talk on the subject of the client and his moti- 
vation, I suspected that he and his co-workers were 
having more than their share of such “customers,” 
and I asked him to send me a few sample cases to 
whom I might tie my discussions. I want to make 
clear from the start that I have plenty of my own— 
taken from the practice of psychiatry, and while the 
basic problem is the same in his cases and my own, 
[ feel that his kind might be of more general interest 
to such a meeting. 


*Presented at the California Conference on Health, Wel- 
fare and Recreation, May 9, 1956, Long Beach, California. 


**Professor and Chairman, Department of Psychiatry, Uni- 
versity of California School of Medicine at Los Angeles; 
Superintendent and Medical Director, Neuropsychiatric 
Institute, University of California Medical Center, Los 
Angeles. 


J.A.P.M.R. — January-February, 1957 


One of his clients was an 18-year old girl who 
had just graduated from high school. She was of 
Mexican extraction, and both of her parents were 
disabled, the family being on relief. Her left arm 
and hand were paralyzed and atrophied from an 
injury to her brachial plexus at birth; she was of low 
average intelligence with a poor capacity to reason 
and to read, and despite her high school education, 
she had no special skills. She maintained a_ passive, 
disinterested attitude about going to work and man- 
aged to frustrate all efforts (and there were many) 
to assist her in getting employment. She ended up 
by staying at home, presumably to take care of her 
sister’s children and her mother. 

Another case was that of a 2l-year old boy with 
dull normal intelligence who had a tuberculous pleu- 
risy. His mother was “on relief” and he said that as 
long as he was dependent upon her, she received a 
larger monthly check. He wanted a job that paid 
more than his level of performance would warrant, 
and he solved his problem by doing nothing. 

A third example is that of a 44-year old divorced 
woman of Mexican extraction who had two children, 
aged 11 and 13, at home with her. Her husband was 
an alcoholic who never supported her and she was 
“on relief.’ She claimed she had always been sick, 
that she “had a spot on her heart that the doctors 
didn’t tell her about,” and that she “had rheumatism 
since childhood that was worse now.” She complained 
of “trouble with her eyes,” of pain in her chest, short- 
ness of breath and of tiring easily. She claimed to 
have been operated upon for cancer of her female 
organs—which was not so—she had a chronic cervi- 
citis. She would eat well when her relief check came 
—well enough to be obese—and then at the end of the 
month, had little money for food for herself or her 
children. She had the not uncommon experience of 
having her symptoms attributed at different times to 
refractive errors which caused poor vision,, to ;the 
menopause, to poor teeth, etc. She, too, was found 
to be of low normal intelligence. She had gone to the 
fifth grade in school and was inclined to do violence 
to the truth. All efforts to help her failed. (I have 
not gone into the very great effort and all the time 
and attention that were put into each of these cases 
without effect.) 

These are the kinds of individuals who, when 
given glasses to help their vision, lose them, break 
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them, or insist they don’t help. When given training, 
they manage not to complete it; when a job is ob- 
tained for them, they invariably fail. Even short ex- 
posure to such clients convinces one that the loss or 
failure is no accident—no matter of hard luck. It is 
a well-designed, purposeful, consistent, forceful (al- 
though unconscious) plan to fail. Where does this 
drive come from and what does it mean? 

To begin with, the phenomenon is not an unus- 
ual one. It is seen in a wide variety of socio-economic 
situations although the manifestations and severity 
may vary. It is seen in the compensation neuroses, 
in draftees in the army in war and peace, in wives 
of alcoholics, in the alcoholics themselves, and in 
fact, in many of the disabling neuroses. Dealing with 
the general topic of health education Bauer’ asks the 
question, “Can there be values greater than the mere 
attainment of health?” He points out that one reason 
why we have not been more successful in directing 
people toward healthful living is that subconsciously 
many have decided, and quite correctly, that there 
are more important things than merely being healthy 
—or that the price of health is too high if it is to be 
acquired at the cost of doing or not doing all the 
things that the health educator advises or prohibits. 
There are many things we all do which we would 
not do were we thinking just of our health. A person 
may decide he would rather smoke and live six 
months less, or be fat and sacrifice a few years rather 
than live longer in the less interesting future. 

This same mechanism to an exaggerated degree 
may be operating unconsciously in the poorly moti- 
vated patient and it might be well at this point to 
consider some of the factors which have bearing on 
motivation in general. 

1. Strength of drive or energy output: To some 
extent individuals differ in their constitutional en- 
dowment. Some from birth are seen to be more pas- 
sive than others. Some seem to have a greater avail- 
ability of energy and greater potential output than 
others. Mothers will describe great differences in 
their children and nurses who work with newborns 
can easily distinguish differences in energy output and 
aggressiveness among the infants. Some move more 
than others, cry louder, go after food more actively. 
Whether or not these differences persist to adulthood 
and account for marked differences in adults is not 
known. 

2. Cultural differences: Whatever the cause, marked 
differences exist in the drive of one culture as com- 
pared with another. Consider for example, the cari- 
cature of the American Indian on a reservation, or 
a Mexican peon with that of a New England farmer 
or a prospector. 

3. Ego ideal and cultural ideal (particularly as 





they relate to health and activity versus ill heatth, 
passivity and dependence): The child raised in a 
family in which there is competition for neurotic ill 
health and passivity may or may not absorb some of 
these attitudes. Illness may from early childhood be- 
come the accepted and preferred solution to the stres- 
ses, both internal and external, that are part of life 
and growing up. Consider, for example, the first 
case—the 18-year old girl with the atrophied arm who 
had before her the example of two disabled parents 
who depend on the Government for support. Com- 
pare this with the individual raised in a family where 
illness was considered a weakness and where success 
and accomplishment were the idealized goals. With 
health, as with other things, different individuals 
have different expectations for themselves and where 
expectations are the same some take active steps to 
achieve them and some dream about them and await 
their arrival. 

4. Intelligence: Intelligence is another factor 
which plays a role in motivation. It is not accidental 
that all three cases that I have cited had low levels 
of intelligence. Individuals with less than normal 
levels to begin with are at a disadvantage in com- 
peting and in dealing constructively with life stresses. 
With less ability to plan or to predict they are more 
apt to be passive and accepting. Experience has 
shown that mentally retarded individuals are more 
apt to resort to neurotic illness in the face of danger. 
Many times during the war I thought of writing an 
article entitled, “Ignorance is not Bliss,” because so 
many of them were admitted to hospitals and clinics 
with face-saving psychoneurotic reactions which were 
related to their inability to keep up with the others 
in training. 

5. The nature and strength of the ego: The sub- 
ject of ego strength is a large one, and time will not 
permit any great elaboration of it. The ego’s func- 
tion is to contain and compromise the opposing forc- 
es of the instinctual drives and their derivatives and 
those of the conscience in such a way as to permit 
the individual to function and deal successfully in 
the world of reality. Its initial nourishment comes 
from the love and interest of parents and from the 
early identifications with parents. Where infancy and 
childhood have been characterized by neglect, abuse, 
or disinterest of whatever cause, the individual is 
likely to be less capable of dealing with his own 
impulses, with his own conscience, and with reality 
in effective ways, and more likely to be tossed about 
by the ever-changing balance of these forces until a 


‘Bauer, W. W., “The Changing Patterns of Motivation,” in 
Motivation in Health Education, New York: Columbia 
University Press, 1948. 
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more restricted and more primitive type of adjust- 
ment is reached—like the 18-year old girl with the 
atrophied arm who appears to have renounced any 
kind of mature independent existence for the seem- 
ingly less troubled and stressful life of the dependent 
child. 

From these general considerations I'd like to 
turn now to the more specific problem of motivation 
of a sick person to get well. All other things being 
equal, the desire to get well will be influenced by 
the intensity of suffering. Normally, we expect peo- 
ple to seek relief. How often do we see patients 
like the chronic alcoholics who refuse help and about 
whom we say, “They'll have to get worse before they 
can be helped,” implying that when they suffer more 
they will be more willing to admit their difficulty 
and more willing to seek or at least be less resistive 
to accepting help? Unfortunately, all other things are 
not always equal. Some individuals seem to have not 
only a limitless capacity to suffer but a need for it. 
The picture of the masochistically oriented person 
who seems to enjoy suffering in a perverted way is no 
longer an unfamiliar one. Homeostasis or psychic 
balance is maintained through the suffering. This is 
what is referred to as the primary gain of illness. 

This is in contrast to the secondary gain of ill- 
ness which so often impairs motivation to get well. 
An example of this is the 2l-year old boy, mentioned 
earlier, who refused many of the jobs offered him 
because they didn’t pay enough. As long as he was 
disabled, his mother received a larger check. Com- 
pensation for illness has always carried with it the 
danger of imparing motivation to get well and has 
been a particular problem in industrial cases. 

But there are other and perhaps more important 
secondary gains of illness which complicate the job 
of rehabilitation: the sympathy, care, dependence, 
and freedom from responsibility that go with illness. 
The value of these by-products of illness can be mea- 
sured only by their importance to the specific indi- 
vidual. Freud* described a hypothetical man who lost 


both legs at the hips and who for twenty years had 


made an excellent living selling pencils from a com- 
fortable little cart on an amusing and busy street 
corner. Suddenly, along came a surgeon who said to 
him, “My man, I can graft a new pair of legs on you 
and you can be as good as new.” What would be 
the feelings and the conflicts of that legless man? 
Excitement, eagerness, and hope most certainly; but 
at the same time fear, some anger, misgivings, and a 
general feeling, “Why the devil won’t they let me 
alone? I’m getting along all right; I am known here. 
People are kind and friendly; they look after me and 
protect me. If I get well, then I must stand on my 
two new legs without any crutches for my body or 
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for my spirit. No more special sympathy; no more 
alibis! I will have to compete in equal terms with 
other men—NO!” 

Or consider the unequivocal negative reaction 
that one would get in offering the committed homo- 
sexual the possibility of a cure of his perversion— 
which is feared infinitely more than the deviation he 
has depended upon for his psychic equilibrium. 

The range of motivation can vary from an un- 
equivocal desire to be well to the exact opposite— 
the wish to die. Excluding from consideration those 
instances in which active steps to commit suicide are 
taken, I might quote an extreme ‘case described by 
General Paul Hawley.* It was of an Army doctor 
who had been in good health but who was found to 
have a hernia. He was operated upon without. diff- 
culty but went on to die of a paralyzed intestine for 
which no cause could be found. After he died, it 
was found that before he entered the hospital he had 
carefully laid out his full-dress uniform in which to 
be buried and had left instructions for his funeral. 

When we consider the many factors which are 
involved in an individual's motivation, the wish (or 
the need) to be ill can be seen to have many possible 
origins. It may represent the assimilation of similar 
attitudes yfrom parents. It may be associated with a 
conviction or recognition of a real inadequacy or 
limitation and an attempt to avoid any exposure to 
responsibility and the inevitable failure and blow 
to the ego that accompanies it. Consider how some 
mentally retarded or individuals with inadequate 
schizoid personalities must feel after having been 
laughed at since childhood when they have tried to 
be like others but have been made the butt of all 
the practical jokes that other children are so in- 
genious in devising. 

In many individuals there is a feeling and a 
conviction of inadequacy that is without reality basis. 
Whether it stems from neglect, or exposure to the 
excessive and unrealistically high demands of parents 
that could not be met, or constant criticism or belit- 
tling, or suppression, the effect can be the same, a 
reluctance to try. At times an identical type of neu- 
rotic conviction of inadequacy may originate from 
feelings of sexual inadequacy that children are so 
prone to develop and that may persist in the uncon- 
scious for a lifetime. It may be related to anger or 
hatred that is expressed in this passive way. It can 
be designed unconsciously to punish the persons or 
the world who have been or are felt to be depriving 


“Quoted by L. S. Kubie in chapter on “Myths and Resist- 
ances in Health Education” in Motivation in Health Edu- 
cation, New York: Columbia University Press, 1948. 


‘American Journal of Psychiatry, 104: 753, June, 1948. 








or frightening. It may represent the yearning for love 
which was never experienced or it may represent the 
regressed result of sexual fears or feelings of inade- 
quacy. 

At times, we see patients who have been ex- 
tremely industrious 


and who after 


some stress or experience or accident, suddenly change 


hard-working, 


and go to the other extreme. It is as if underneath, 
their drive was an effort to repress a striving for pas- 
sivity that was present all the time and was looking 
for the appropriate and acceptable situation in which 
to express itself. 

There are those patients who distrust their 
would-be helpers. ‘Their distrust may have originated 
in repeated unnecessary disappointments in the past 
or in early misunderstandings of disappointments that 
couldn’t be prevented. ‘They would rather go without 
help than run the risk of expecting it and not getting 
it and then suffering the acute hurt. In this sense, 
the perpetuation of illness reveals its neurotic char- 
acter in that it is geared toward attaining some plea- 
sure in disguised or symbolic form. 

L. S. Kubie in discussing the rehabilitation of 
veterans,‘ a problem that is not dissimilar from the 
one we are concerned with, credits Harvey Cushing, 
the great neurosurgeon, with being the first to rec- 
ognize that unconscious motivational forces play a 
determining role in the ability of veterans to accept 
their disabilities. In 1918 or 1919, he emphasized the 
fact that the most resigned and philosophical pa- 
tients he had seen were those with a low transection 
of the spinal cord. It was as though the elimination 
of the influence of all of the subtly disturbing affer- 
ent impulses from the sacral area had removed from 
the patient a major source of constant discontent, of 
tension, and of energy and produced a happy accept- 
ance of invalidism such as is seen in certain hysteri- 
cal disorders. Kubie sees in this an experimental con- 
firmation of the hypothesis that psychological ten- 
sions derived from unrecognized instinctual processes 
play a determining role in reactions to injury and 
disease. 

All of these motivations toward ill health raises 
the question of what, if anything, is on the other side 
of the ledger. What hidden forces tend to restore 
individuals? Why does the neurotic ever renounce this 
pleasure of illness? It is not just the conscious wish 
to get well since some patients who can hardly wait 
to start treatment are the hardest to treat. There is, 
however, an awareness somewhere in the individual 
of what he is doing and the feelings of guilt that 
are derived from the hostile aggessive aspects of the 
continued illness and dependency press for relief 
and confession. At the same time the unconscious im- 
pulses themselves strive for expression and lend rein- 
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forcement to the compulsion to self-revelation.* Con- 
trary to what is commoly held, even many schizo- 
phrenics have insight into their illnesses and possess 
forces which strive toward recovery. 

The same impairment of self-regard or self-es- 
teem that may contribute to the illness acts as an 
opposite force for recovery, for the continued illness 
adds to the feeling of low regard. At times, the con- 
scious, relastic disagreeableness of the illness and the 
deprivations it causes provide the positive motiva- 
tion and the wish for help. 

Before touching on possible approaches to im- 
prove motivation, a few words about the contribution 
of the patients’ relatives and of the medical workers 
are in order. ‘Their attitudes are not always as uni- 
formly positive as we would like to believe. 


Those who treat neurotic illnesses often have 
occasion to see how a patient’s illness is an attempt 
to meet the unconscious need of someone else. This 


often is the case with alcoholics whose spouses, de- 
spite their protestations, derive some satisfaction from 
their mates’ disorders. How often do we see the fami- 
lies of schizophrenics object when the patient begins 
to show signs of improvement? How commonly do 
husbands complain when, with psychiatric help, their 
wives relinquish the neurotic behavior which brought 
them to treatment in the first place, or vice versa? 

As Kubie" has pointed out, we are all human and 
subject to the very same weaknesses that we note in 
our patients. Consequently, we bring to our practice 
the same complexities and the same paradoxes and 
contradictions which trip up our patients. He points 
out that the idea of illness and the idea of sin are 
deeply and inextricably linked in human thought and 
feeling. 

At times negative attitudes toward a patient may 
stem from realistic irritation but at other times they 
may arise with the 
patient associated with a reaction formation against 


from unconscious identification 
parallel wishes. The dependent and aggressive im- 
pulses that are inherent in the patient's clinging 
to illness creates anxiety in the health worker be- 
cause of similar unconscious impulses in the worker 
that are unacceptable and need to be denied. It is 
as if having put himself in the position of the patient, 
he is unable to admit the wish for such an experience 
himself and he, therefore, over-reacts to it. 

H. R. Blank’ comments on the inability of a 


‘Kubie, L. S. “Motivation and Rehabilitation,’ Psychiatry 
8:69, 1945. 


°H. Nunberg, “The Will to Recovery,” Int. J. of Psychoanaly- 
sis, Vol. VII, 1926, p.64. 


*‘Chapter on Myths and Resistances in Health Education, 
Motivation in Health Education. New York: Columbia 
University Press, 1948. 
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worker to think clearly and to focus on a client’s 
problem when the worker over-identifies with the 
client as “crippled,” “defective,” or “castrated.” The 
worker in such situations may show a high level of 
anxiety when he has to say “no” to the client. Such 
a worker may himself feel that any frustration o 
denial is a hostile act which it may not be in reality. 
He feels with the patient that he “deserves every- 
thing he asks for and needs to be protected from 
any burden or frustration, because he is helpless and 
crippled.” 

At times workers have an excessive need for ap- 
proval from their clients and play the role of the 
omniscent all-giving mother. They may unwittingly 
prolong the clients’ dependence to satisfy their own 
needs. 

It is surprising and embarrassing to see how lit- 
tle attention has been paid to the problem of moti- 
vating the poorly motivated patient. The medical 
literature contains relatively little on the subject and 
yet it is one of the pressing problems of psychiatry. 
It is not uncommon to hear psychiatrists and their 
ancillary workers dismiss the problem of the patient 
who is in need of treatment but doesn’t want it by 
saying that they'll be pleased to treat the patient 
when he wants help. Groups such as Alcoholics 
Anonymous have stepped into the vacuum created 
by this attitude (born out of lack of knowledge) with 
a moralistic, religious, and supportive approach which 
is as successful in some cases as a purely medical or 
scientific approach. 

What are some other possible methods of ap- 
proaching the problem? First, it is essential to elimi- 
nate the use of reality as a defense. The patient with 
the atrophied arm may attempt to attribute all of 
her difficulties to this disability. The realistic limi- 
tation must be acknowledged by the exaggerated im- 
portance attributed to it, it must be pointed out. Of- 
ten non-physical reality problems such as finances or 
care of children are present and must be approached 
in a practical way, and in some instances this alone 
diminishes the patient’s defensive behavior. 

Second, it is necessary that the worker under- 
stand whatever need he may have to have the patient 
get well. While his emotional investment in the pa- 
tient often helps, it may be the very thing that gets 
in the way and offers a vulnerable spot to the pa- 
tient’s perverse impulses. 

Third, each patient must be evaluated individ- 
ually since the dynamics in each are different. In 
some with a weak ego, sengthening it through sup- 
port and opportunity to express anxieties must be 
the first goal. In others, growth is obtained through 
consistent confrontation with reality even if it is 
painful. This may involve explaining the nature of 
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the disability and pointing out to the patient in a 
sympathetic and understanding way the meaning ol 
his behavior. It may get the patient angry, but it 
may disturb the equilibrium which has been main- 
tained by illness sufficiently to further the wish for 
help. In this connection, it is important to bear in 
mind that while dependency often is an expression 
of hostility, it also generates hostility because of the 
limitations and restricted freedom of action that de- 
pendency carries with it. It is a good general rule 
that negative resentful feelings in the patient must be 
dealt with first, and it is well to rememoer the ten- 
dency of a person who is suffering from a disorder of 
organic or psychogenic origin to resent those who 
are better off than he. This was particularly apparent 
in the war when front line troops resented troops in 
rear areas of the combat zone, and when rear area 
troops resented those who were overseas but not in 
combat areas at all, and when men who were just 
overseas resented those who were still in the States. 

Fourth, in some regrettable instances, only in- 
creased suffering will make the patient seek help in 
a genuine way, and it may be that in some instances 
discontinuing financial help, cruel as it may seem, 
may be the only means of starting a patient on the 
road to recovery. The Canadians have, to a much 
greater degree than the Americans, emphasized and 
offered treatment rather than compensation to dis- 
abled veterans, a practice with which we might well 
experiment. 

Fifth, some well be helped by nothing short of 
intensive psychiatric treatment. 

Sixth, sometimes it is possible to increase moti- 
vation in a patient by working with a neurotic rela- 
tive who is unknowingly fostering the patient’s dif- 
ficulty. In this connection it is interesting to see the 
increased attention that is being given to the mothers 
of schizophrenics and the wives of alcoholics. 

Seventh, wherever possible, efforts should be 
made to minimize the secondary gains of illness. In 
World War II and again in the Korean War, dra- 
matic results were obtained in certain cases by re- 
moving patients from a hospital atmosphere as soon 
as possible and placing them in a less protective re- 
habilitation facility where an atmosphere of early 
return to duty was maintained. 

Fighth, another lesson learned in the war was 
the force of group pressure on an individual. The 
greater use of group therapy for poorly motivated 
patients would appear to hold much promise. Pa- 
ticnts will see in others what they find difficult to 
face in themselves, and the observations of the group 
will often have greater impact than those of the 


‘Blank, H.R., “Counter-transference Problems in the Pro- 


fessional Worker,’ New Outlook for the Blind, June 1954. 
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physician or health worker. Group therapy might 
be made a condition of relief payments in selected 
cases as has been done with considerable success with 
paroled prisoners. (1 intend no 


insidious com- 


parison.) 

Ninth, the last possible approach I shall suggest 
is one of public education—that is, to reveal poor 
motivation as a problem and advertise it as one would 
the dangers of excessive drinking. At present there 
is a tendency to treat it with silk gloves, to avoid 
talking about it, to act as if it were not there, and 
to deal with such patients by sugar-coated words of 
helpfulness that never bring the problem out into 
the open lest feelings be hurt. I believe that one of 
the reasons that we do not see the gross hysterias 
we used to see years ago is that the public is wise to 
it now, and the woman who consistently develops 
headaches when she has to do something she doesn’t 
want to, fools less people than formerly. 

In other words, revealing the meaning of con- 
tinued unnecessary disability and resorting to it will 
become more difficult. It is a public health problem 
for which one of the usual techniques (that of fear) 
cannot be used, but for which another, public edu- 





cation, is eminently suited. The problem should not 
be approached by just advertising the joys and ad- 
vantages of good health (for this makes no impres- 
sion) but by revealing the negative, hostile, and an- 
ti-social elements of the acceptance of support when 
it isn’t necessary. Give it the same reputation as the 
spitter in public places or the slacker in wartime. 
Publicize the extent of the problem (once it has been 
determined). ‘Take the public into our confidence 
and let the children learn about it in school. 


The problem still remains a difficult one. Despite 
all the efforts of the most competent individuals, there 
is still a large number of patients whom we are un- 
able to help with our limited knowledge and with 
the attitude of our culture. As Kubie has said, “In 
science we may have to content ourselves with rec- 
ognizing the existence of a problem for years before 
we find an answer to it.” To recognize it, however, 
is the first step towards that solution. 

Finally, we should remember that passivity is a 
defense that is provided by nature and while it is 
used unnecessarily by some, it may be that in some 
instances it is a life saving measure that should not 
be tampered with. 
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INTEGRATIVE FIELD WORK EXPERIENCES FOR PRE-THERAPISTS 


CARL HAVEN YOUNG, ED. D.* 


The need for field work experiences in habili- 
tation and rehabilitation, which will bring potential 
therapists closer to the realities of their chosen pro- 
fession, is an accepted requisite for technical prep- 
aration. Since other educational institutions are un- 
doubtedly faced with a comparable problem as_ is 
that of the department of physical education, Univ- 
ersity of California, Los Angeles, namely, the respon- 
sibility for the pre-clinical education in physical, oc- 
cupational and corrective therapy and adapted phys- 
ical education, it is believed that the attempt to em- 
body these experiences through course offerings may 
be of benefit to those in similar situations. It is real- 
ized that various unique adaptations may be neces- 
sary to best adjust such offerings in keeping with the 
local arrangements. ‘The course description presented 
is in the nature of a tentative prospectus. 

It was early apparent that the complexity of the 
task made necessary the heterogeneous grouping of 
the several major students in these fields for purposes 
of expediency and economy. Likewise it was deemed 
advisable that such a course be sufficiently general- 
ized in order to foster an appreciation of the inter- 
relationships involved in the team approach; make 
known the unique contribution of each of the an- 
cillary services and its splace in the whole approach 
to the patient; take into consideration the fact that 
these students, while seniors, were not as yet quali- 
fied to treat patients; and that, therefore, such ex- 
periences should be limited to orientation, observa- 
tion, collateral reading, and lectures presented by the 
cooperative staff of the hospital and coordinator of 
the university. 

Through the cooperation of the Veterans Ad- 
ministration Center, the chiefs of Physical Medicine 
and Rehabilitation and staffs of the Wadsworth Gen- 
eral Medical and Surgical Hospital and Brentwood 
Neuropsychiatric Hospital join forces with the De- 
partment of Physical Education at the university in 
offering their services. Working in conjunction with 
the university coordinator who is responsible for the 
class organization and supervision are the chiefs of 
corrective therapy and the clinical training super- 
visors who direct the clinical experiences and arrange 
for staff lectures. Although corrective therapists are 


*Department of Physical Education, University of Cali- 
fornia at Los Angeles. 
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the responsible coodinators in this instance other spec- 
cialists may well supervise in such functions when 
more readily available. In addition the chiefs of the 
various therapies, directors of other ancillary services 
as well as the physicians and surgeons contribute to 
the wealth of information which is made available. 

Present plans call for the ultimate inclusion of 
other nearby hospitals, both public and private; clin- 
ics; and volunteer agencies, including the University 
Hospital Medical School for providing field work ex- 
periences or field trips. Such a plan offers broader 
opportunities for students to observe their specialty 
in various orbits, and may be of benefit in the re- 
cruitment of much needed technicians. 

Two separate laboratory experiences are offered: 
the first semester course deals with clinical work in 
general hospital specialties; the second semester course 
covers neuropsychiatric needs. 

* A course syllabus is distributed to present the in- 
formation which is covered in the entire course, in- 
cluding a portion of the items considered in the class 
period by the university coordinator. Considerable 
supplementary material and an extensive selected bib- 
liography are included. Emphasis as to subject con- 
tent presentation varies according to necessary appli- 
cations in keeping with whichever course is being 
taken. 

Introduction—Class Orientation 

At the beginning of each semester the following 
aspects are considered during the first class periods in 
relation to the work of the facility where the clinical 
training is being taken. Particular stress is paid to 
these applications in relation to the patients’ habili- 
tation (or living with what they may have of physi- 
cal capacity) and in respect to the rehabilitation 
needs. 

1. Field work—the role in habilitation and rehab- 
ilitation. 

2. The unique function in the educational prepa- 
ration of pre-therapists applied to the general and 
neuropsychiatric patient. 

3. Personal and professional values to the student. 
4. Characteristics or criteria of field work experi- 
ces. 

5. Nature and purposes of the course. 

a. To foster an increasing interest in becoming 

better acquainted with the broad areas of habili- 

tation and rehabilitation, their purposes and ap- 
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plications in general medical and neuropsychi- 
atric problems and programs. 

b. To orient as to the interrelationship of serv- 
ices and the plan for the coordination of person- 
nel and facilities. 

c. To develop an insight as to the various types 
of conditions treated, the media and ancillary 
services utilized. 

d. To promote a_ better understanding and 
knowledge of therapeutic procedures, effective 
techniques and professional ethics. 

e. To increase personal preparation as to meth- 
ods and skills in the application and selection of 
procedures, relationship with patient and medi- 
cal personnel through clinical experiences under 
rigid supervision. 

f. To inform and assist in orientation as to the 
respective relationships essential in the produc- 
live team concept of service. 

g. To aid in the identification, selection, defini- 
tion and structuring of experimental procedures 
and problems for personal research and investi- 
gation. 

h. To promote a better understanding of and ab- 
ility to utilize various methods and techniques 
through: lectures, observations, clinical oppor- 
tunities, discussions and conterences, as well as 
reading assignments and written reports of ex- 
periences. 


Basic requirements of the courses 


As the major intent of these courses is to further 
implement the preparation of pre-therapy personnel 
for hospital or clinical service, definiteness as to re- 
quirements is imperative and in keeping with univers- 
ity regulations. Since a requisite of the professionally 
qualified technician is considered to be the ability 
to formulate and present concise information, partic- 
ular attention is given to the mechanical aspects of: 
preparing reports of lectures and observations; search. 
ing for significant resources and abstracting these 
references; making condensations as to clinical ex- 
periences or research experimentation, and _present- 
ing results in the form of a final project report. 

|. Prerequisites: include the sequence of prior 
courses required in each of the several majors; sen- 
ior standing or consent of the university coordin- 
ator. 

2. Wearing of uniform in accordance with hospital 
regulations. 

3. Attendance at lectures, demonstrations, observa- 
tions, class periods, clinical experiences and confer- 
ences with university coordinator, clinical training 
supervisor and others. 


4, Class assignments will include: the reporting of 
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the above experiences in accordance with Table 
1, “Criteria for the Utilization of Resources for Re- 
ports;” and Table 2, “Points for Discussion with 
Speakers by Class Members,” which may be used 
for bringing out significant tacts related to such 
reports. Abstracts will be prepared on materials 
related to the above experiences which are condu- 
cive to the increasing of knowledge in the field, 
from such references as: books, perodicals, theses, 
dissertations, etc., following the form shown in Ta- 
ble 3, “Guide for Evaluating Bibliographical Rel- 
erences.” 

5. Such abstracts and reports will be turned in 
on 4” x 6” sheets of paper (preferably typed) with 
the subject of the reference in the top right hand 
corner, giving reference in proper form in accord- 
ance with instructions. hese class assignments 
will be submitted in a manila card file and indexed 
by subject titles. 

6. A project will be prepared at the end of the 
semester on any subject of the student’s choice and 
related to his experiences in the course. This may 
be in the form of a case study of a particular con- 
dition, therapeutic procedures, techniques for ad- 
ministering a therapy, interrelationship of services, 
plan for coordination of ancillary services, evalua- 
tive criteria, experimental studies, or other sub- 
jects of a similar nature. Submit in stiff black cov- 
ered folders. 

7. A personal evaluation with reference to the field 
work experience in relation to the hospital, aca- 
demic preparation in the University, and suggest- 
ions for improvement of the eourse will be required 
at the end of the semester. 

8. Conferences will be held with the student, hos- 
pital clinical training supervisor, and university 
coordinator for the purpose of ascertaining prog- 
ress toward purposed goal. 

9. Professional ethics will be observed at all times 
and where there may be doubt as to the proper 
procedure, guidance and counsel should be sought. 


Coordinated plan of relationship 


The following prospectus which is built around 
present available facilities for field experiences seeks 
to plan for the future and the use of other expanding 
opportunities. As these develop, changes will neces- 
sarily take place in the relationships which are pre- 
sented, in keeping with new situations. 


1. Procedural pattern and assignment. 
a. The instruction and supervision of students 
enrolled for Field Work in Habilitation and Re- 
habilitation is the shared joint responsibility of 
representatives of the hospitals, schools, and oth- 
er agencies conducting these experiences and the 


Vol. 11, No. 1 











Program or Occasion 
1. Subject of conference, observation or presentation. 
2. Where held and for what purpose. 


Speaker, Moderator—Demonstration or 


Where? 


d. Students are assigned to approximately five 
hours of practical experience per week in addi- 
tion to the class period, and upon. satisfactory 
completion of the course in either 190A or 190B 
receive three units from the university. Either 


Observatzon Who? course may be selected toward meeting the re- 
1. Person or persons as resources quirement, while the other is accepted for addi- 
2. Connections and directed to whom tional elective credit. 
; 2. Method of Operation. 
Information Derived What? $2 ; ; : . 
1. Major premises clarified a. The practical aspects of the program for field 
2. Applicability and directed to what purpose work in the Veterans Administration Center is 
conducted under the direction of the Chiefs of 
; El 9 ° ee eae . 
_o ie Techniques yerpeand How: Physical Medicine and Rehabilitation at the 
1. Physical environment and facilities ae 5 : 
oon. Se Wadsworth General Hospital and the Brentwood 
2. Diagnosing and follow-up procedures : : : i 
3. Forms of leadership Neuropsychiatric hospital. 
b. A comprehensive program of activities is ar- 
Applicable to Specific Situations When? 


s. 
2. 


Evaluative criteria for determining 
Experience and technical preparation necessary 


ranged whereby students are provided a variety 
of opportunities to receive as many different types 
of experiences as possible and practical in keep- 


Research Ideas Promulgated Why? ing with their present preparation and qualifi- 
1. Statement concerning the purpose, implications, cations. 
suitability, fundamental methods and techniques, c. Students are classified as volunteer workers 
values to be derived and recommended references. oii ce diaiiilie ius ‘bl | : 
2. Materials obtained and suggestions as to other one SE CHE Pee Fe ee See 


Foints to Keep in Mind 


resources and persons to contact in following 
through with the investigation. 


chiefs, corrective therapy; who in turn delegate 
immediate supervision to the clinical training 
supervisors, who may assign their direct experi- 





1. Method is a way of doing a thing, theory is the ences to various corrective therapists. 
why it is done, techniques are the tools and how d. Plans are mutually prepared and organized 
to accomplish, and activity or program is the what 
or means for reaching the goal proposed. 

2. Remember that no program sold itself. Leaders 


sell programs and make them meaningful. 


Clarify as to: where the specialization is prac- 


ticed; who is best qualified to conduct the work; what 
the field covers which is distinctive from other ther- 
apies; basic educational preparation necessary; when 
such services are most applicable; how best utilized 
for good results; and why there is need for such 
therapy. 


Table 1. Criteria for the Utilization of Resources for 
Reports. 











coordinator from the Department of Physical 
Education of the University of California, Los 
Angeles. 


Seek to discover possible areas of research where 
further investigation is needed, and ways whereby 
greater recognition, more adequate compensation and 
higher standards may be secured for the professional 
person in this field of specialization. 


b. The university coordinator is responsible for 
the orientation, assignment to the respective fa- 
cility, conduct and recording of grades, working 
in close cooperation with the personnel offering 
the field work experience. 


Check to ascertain if all necessary material for the 
completing of the “Criteria for the Utilization of Re- 
sources for Reports” has been obtained. If important 
and necessary endeavor to obtain this information 
c. A regular class period is conducted weekly by from the resource person. 
the university coordinator with all members of 


Other pertinent ideas should be brought out 
the group who are working in 190A, the first 


through adroit and significant questioning which will 


semester course, with a similar class period for 
those in 190B, the second semester course. Prob- 
lems concerning procedures, activities, general 
practices, techniques and their application are 
discussed. Assignments and other requirements 
such as uniforms, professional ethics, and re- 


supply the desired answers. Professional ethics should 
be observed in seeking such replies from your guest 
and a sincere expression of appreciation for his in- 
vestment of time and energy 1s always in order. 


Table 2. Points for discussion with speakers by class 
members. 


sponsibilities are clarified. 
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with the university coodinator in accordance 
with university and hospital requirements and 
regulations. 


Nature of rehabilitation field work experiences 


The program and extent of professional: experi- 


ences are planned in terms of the background and 
needs of the students, offering opportunities for: 
guided participation, the implementation of theoreti- 
cal knowledge, a chance to observe and gain under- 
standing in the technical skills and techniques in spe- 


cific applications, a means for the raising of questions 
as to problems and their solution, and a collating of 
information and personal evaluation of ability and 
needs. 


1. Orientation includes a coverage of the following 
aspects: 


a. An explanation of the important feature of 
the course previously described in this outline by 
the university coodinator. 

b. Conducted tours of physical facilities by the 
clinical training supervisors; illustrated talks by 
representatives of affiliated hospital services; ob- 
servation of surgery and autopsies; use of films, 
slides, recordings and other training aids; the 
use of library references and conferences as a 
means of implementing knowledge; all of which 
are either preliminary to or in conjunction with 
actual clinical experience. 

c. The areas included in this orientation are as 
follows: nursing service, medical psychology, 
special services, vocational counseling service, 
physical therapy, occupational therapy, corrective 
therapy, recreational therapy, educational thera- 
py, manual arts therapy, domiciliary care, geron- 
tology, blind rehabilitation, surgery and autop- 
sies, brace facilities, and other experiences. 


. Clinical opportunities for experience are of.ered 
as follows: 


a. The Veterans Administration Center, through 
the courtesy of the corrective therapists under 
the chiefs, physical medicine and rehabilitation 
in the respective hospitals and chiefs of correc- 
tive therapy, together with other therapies and 
ancillary services personnel, provides the in- 
struction and supervision for the students. The 
staff, also, serves as resource persons for ensur- 
ing an understanding of: types of conditions; va- 
rious techniques and media; follow through of 
physician’s recommendations; assistance in pa- 
tient adjustment to conditions they are required 
to face as: self care, insight and motivation 
leading toward re-socialization and improvement 
of occupational skills. 


b. Clinical applications are provided and avail- 
able in the Wadsworth General Medical and Ser- 
vice Hospital for 190A students in the corrective 
therapy general area, roof clinic, convalescent 
annex, and the domiciliary unit. At the Neuro- 
psychiatric Hospital the 190B students gain in- 








The following may be used as a guide when read- 
ing, digesting, abstracting or annotating articles or 
references. It should be understood that this is not 
a complete analysis suitable for a collateral reading 
report but only an abstract which may be helpful 
in locating the significant aspects of the references. 


1. A statement regarding the purpose of the article 
or book. What it deals with or considers (Usually 
found in the introductory paragraph.) 


2. What important points or interesting materials 
were emphasized? 


3. Were methods for solving specific problems dis- 
closed? If so, what? (Example: Literature pertain- 
ing to anger was reviewed and ways of overcom- 
nig these difficulties were suggested.) 


4. Author’s hypothesis or conclusion. (Cites refer- 
ences to support his contentions. Offers criticisms.) 


uo 


Personal evaluation. Does it have apparent valid- 
ity? Is it of particular value to you? If so, in what 
way? The reference may have special application 
to some particular study which you are making. 
If so, show how. You may agree or not with the 
author, but do not set yourself up as an author- 
ity unless you are able to substantiate your opinion. 


Table 3. Guide for evaluating bibliographical refer- 
ences, 














formation through experiences selected from clin- 
ics dealing with the regressed, interim and chron- 
ically ill patients. 

3. Lecture presentations are arranged by the 
clinical training supervisor and university coordin- 
ator, and conducted as follows: 

a. At Wadsworth General and Surgical Hospital 
the ensuing aspects are included: Civil Service 
Classification; Nursing and Ward Service; Med- 
ical Psychology; Medical Social Service; Special 
Services; Physical Medicine and Rehabilitation; 
Vocational Counseling Service; Arthritis Service; 
Orthopedic Service; Neurological Service; Neuro- 
surgery; and others. 
b. At the Brentwood Neuropsychiatric Hospital 
such lectures may cover the following areas: Men- 
tal Illnesses and Typical Behavior Patterns; The 
Role of Manual Arts Therapy; The Role of Ed- 
ucational Therapy; the Values of Physical Activ- 
ities in a Neuropsychiatric Hospital; The Role 


Vol. 11, No. 1 























Please check your appraisal of the student in those experiences you have observed as to the following fac- 
tors considered to be significant. Judge effectiveness as “excellent,” “satisfactory” or “poor.” 


Name se adeaeaaaieare . Date . 


Facility or Situation ...-.- Evaluator and specialization 


Personal appearance and grooming habits. Check following: 
Attractive 0 Good Posture Poor Posture (1 
Always Neat Usually Neat Rarely Neat 0 
Attitude, rapport, adjustment toward: 
Patient 0 Therapist 0 Medical Personnel (1 Coordinator 0 
Indifferent Interested 0 Enthusiastic 0 Casual 0 
Behavior toward others in his relationships, Check following: 
Friendly © Cheerful 0 Tactful O Considerate 0 
Reserved [j Familiar 0 Overly confident 0 Tactless 0 
Professional approach and understanding. Check following: 


Exceptionally fine 0 Reasonably fair 0 Notably poor 


Personality characteristics observed. Check following: 


Well poised 0 Sincere 0 Agreeable (J Reliable © 
Industrious Shy O Talkative 0 Retiring 0 
Self-conscious [ Irritable O Aggressive [1 
Conscientious [J Resentful 0 Lazy O Immature 


Knowledge of therapeutic procedures and techniques observed in: 


Clinics 0 Lectures 0 Discussions [J Demonstrations [1 


Professional Ethics —— (Judge as “E”, “S” or “P”) 


Demonstrate effectiveness in seeking information as to following: 

(Judge as “E”, “S” or “P”) 

Various types of conditions treated, amount of activity and by whom ——. 
Respective media and ancillary services utilized in specific cases ——. 
Significant problems confronting therapist and PM&R personnel ——. 


Techniques for following through physician’s recommendations and procedures for referring information back 
to him ——. 


Interrelationship of services and plan for coordination ——. 
Understanding of various forms and material used ——. 

Means for evaluating the results of the respective treat nent ——. 

Seeks to discover experimental procedures being consid>red or tried ——. 
Your opinion of the student as a potential therapist ——. 


Would you desire to have this student as a colleague? Yes No O 


Reason for this opinion 


(Signature) Clinical Supervisor Coordinator 


Table 4. Guidance Evaluation of Student 
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of Physical Therapy; The Role of Occupational 
Therapy; Phychiatric Terminology; Discussions 
of Prescriptions and Progress Reports; Body 
Mechanics in a Hospital Situation; the Neurolog- 
ical Patient; The Approach of Physiatry to Re- 
habilitation; and others. 
c. During the weekly class period the discussion 
is carried on by the university coodinator and of- 
ten the clinical training supervisor, jointly, in the 
form of a forum, seeking to relate the students’ 
observations to their goals for preparation. Fur- 
ther clarification of course requirements are con- 
sidered as a means of improving professional 
standards. 
4. Other activities offer information for the stu- 
dent, such as: 
a. Various films are available such as Activity 
for Schizophrenia; R. X. Attitudes; The Neuro- 
psychiatric Patient; Seizures; Feeling of Hostility 
(two reels); Feeling of Depression; Angry Boy 
and Overdependency. 
b. In-service training lectures, films and training 
aids, medical matters and procedures, employee 
health and welfare problems, need for support 
of financial or legislative bills, and problems of 
general concern. 
c. Lectures in the student nursing program for 
affiliate nurses are available for the student. 
d. Attendance at therapeutic boards offer many 
opportunities. 
e. Demonstrations of various non-physical medi- 
cine and rehabilitation therapies, as: EST, CO2, 
and Insulin. 
f. Use of hospital library facilities and univers- 
ity coordinator’s file of references offer a resource 
of information in all phases of the respective 
program. 
g. Discussions and evaluations of activities and 
students’ progress. 
5. Visitations to other medical facilities and meet- 
ings as: 
a. Hospitals and clinics nearby including: Sepul- 
veda Veterans Hospital Center; University of 
California Medical School; Billig Clinic; Los An- 
geles Orthopedic Hospital; Children’s Hospital; 
California Rehabilitation Center; and_ others 
available. 
b. National Rehabilitation Association; The As- 
sociation for Physical and Mental Rehabilitation; 
Adapted Physical Education Institutes and Con- 
ferences, etc. 


Evaluative Procedures 


An important aspect in the counseling of the 
students includes the use of the “Guidance Evaluation 


16 





The following questions are submitted for 
your evaluation for the purpose of assisting the 
university and hospital training center in the 
development of the Field Work Experience in 
Rehabilitation. Such an appraisal can only be 
meaningful if you give your frank and consid- 
ered opinion. Use the back of the page for ad- 
ditional remarks. 


With reference to the hospital training center 


1. Did you enjoy your work experience and 
why? 


2. Did you feel it was profitable, why or why 


not? 

3. Did the amount and type of supervision seem 
inadequate? Explain. 

4. What are the good features and why? 

5. What suggestions have you for improvement? 

6. Did you make the most of your opportuni- 
ties? 


7. Would you have benefited more with addi- 
tional schooling? 


With reference to university preparation 

1. Indicate how adequate you found your aca- 
demic preparation in relation to this area of 
training. Be specific as to subjects. 

2. Indicate any other outstanding or weak 
points of your training in the University or 
at the Hospital. 


Table 5. Form for student evaluation of Pre-therapy 
orientation. 











of Student” (Table 4) an appraisal which is made by 
the clinician in each separate clinic following the stu- 
dent’s completion of each clinical assignment. Inform- 
ation as to his progress in the course is conveyed to 
the student in the middle of the semester in order 
that he may take necessary steps for improvement. 

The class assignments which are submitted week- 
ly to the university coordinator are graded and re- 
turned at the following class session. At the end of 
the semester all the different phases including the: 
clinical aspects, class assignments, and final project 
are considered, and a final evaluation determined, 
jointly, by the university coordinator and clinical 
training supervisor. 

Members of the class are, likewise, asked to sub- 
mit their “Student Evaluation of Pre-therapy Orien- 
tation,” as shown in Table 5. Through these media 
many helpful suggestions have been incorporated in 
the course revisions. 


Cont’d on Page 20 


Vol. 11, No. 1 























HUMAN RELATIONS IN CORRECTIVE THERAPY* 


RAYMOND B. HEASLET** 


We may well question whether we need a ser- 
mon on human relations in corrective therapy. I ad- 
mit that corrective therapists succeed better in hu- 
man relations than other comparable groups. I strong- 
ly suspect that good human relations were a very im- 
portant factor in the early development of corrective 
therapy as a profession. Undoubtedly, those of you 
who were responsible for the acceptance your profes- 
sion has attained thus far were very adept in many, 
if not most, of the principles of good human relations. 
However, if I may be permitted a personal observa- 
tion at this point (and you may well question it, as 
I have not documented any evidence) it is this: we 
are in danger of becoming less vigorous and proficient 
in the art, or science if you prefer, of successfully re- 
lating to others both within and without our organi- 
zation. 

Corrective therapists work almost exclusively 
with people, with patients, and with other members 
of the treatment team. Since this is true, shouldn’t 
we be more than just good in the art of human rela- 
tions? Shouldn’t we be expert? Know and _ practice 
(and I emphasize practice) all the accepted principles 
that have been developed? Be thoroughly familiar 
with all the concepts and attitudes having a bearing 
on ways of getting along with people? 

Shouldn’t we go further, and do some experi- 
mental studies and research ourselves? And let others 
come to us for help in solving their problems in hu- 
man relations instead of our having to go to them? 

The art of human relations is not new. It is the 
science of human relations that is of somewhat recent 
origin. For hundreds of years men have worked at 
getting along together, and they at least succeeded 
well enough so that little thought was given to any 
scientific approach. The Industrial Revolution has 
been blamed for the lessening of our ability to get 
along well together. This movement replaced the 
tools of the independent workman with machines 
and transformed craftsmen, who had been their own 
bosses, into hired hands subject to the orders of fore- 
men or managers. Men began to feel swallowed by a 


*Condensed from a paper read at the Tenth Scientific and 
Clinical Conference, Association for Physical and Mental 
Rehabilitation, Augusta, Ga., June 1956. 


**Executive Assistant, Physical Medicine and Rehabilitation 


Service, Veterans Administration Hospital, Tuscaloosa, 
Alabama. 
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vast impersonal machine, which rubbed away their 
self-respect and their identities. It has been said that 
it was the anger against this betrayal of the human 
spirit, that caused millions to listen to the false prom- 
ises of Marx’s counter-revolution, which as we have 
seen, only led to greater loss of self-respect and fin- 
ally, to a form of slavery. 

Since it was impractical to turn back the clock, 
and wipe out the Industrial Revolution, a few pion- 
eers set about promoting a second Industrial Revolu- 
tion—Human Relations in Industry. Its purpose is to 
give the American worker a sense of usefulness and 
importance. Isn’t that one of our purposes in provid- 
ing corrective therapy for our patients? To give them 
a sense of usefulness and importance? This principle 
was expounded and put into practice in the 1920's 
by Elton Mayo, sometimes called the father of this 
second Industrial Revolution. A few years later a 
startling thing happened which really woke industry 
up to the need for vigorous attention to the science of 
human relations. The Western Electric Company 
tried an experiment on the effects of lighting on the 
worker and his output. They properly set up an ex- 
perimental and a control group in two special work 
rooms. Variable lighting was used in the experimental 
room and the lighting in the control room remained 
as before. The results are probably quite familiar as 
they have been published widely—production shot up 
in both rooms! This was totally unexpected and 
could be explained only on the basis that both groups 
of workers had been singled out tor special attention, 
and their need tor recognition was so great that in- 
creased production completely dominated any effects 
of lighting. (We know that lighting ordinarily does 
affect production) . 

So here we have our first principle, historically 
speaking, of the science of human relations: Recog- 
nize our fellow man as an individual. Corrective ther- 
apy, since its inception, has been high in recognition 
of this principle. We must not relax this ideal but 
should strive to improve its utilization as an effective 
aid to therapy. 

Should we scoff at the idea of a science of human 
relations? Does a science require a laboratory building 
with test tubes and Ph.D’s or M.D.’s in white coats 
peering into microscopes? Current thought considers 
science as encompassing a broader field. Emphasis is 
on experimental attitudes utilizing the three major 
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steps of the scientific method: First, observe the sit- 
uation (any situation) and gather available facts. 
Second, arrive at a theory to explain the facts. Third, 
test the theory by an experiment which can be re- 
peated by any other qualified observer. 

Another early experiment that has been repeated 
by many qualified observers is the one seeking the 
main cause of discharge among employees. Every re- 
port I have read shows the same leading cause, though 
percentages vary from 65% to 80%. The main reason 
for discharging employees is not lack of skill for the 
job, lack of training or experience; it is not for dis- 
honesty, lying, stealing, cheating; it is not because 
workers are too slow on the job, or in learning new 
skills necessary to keep abreast of progress. No! ‘The 
main reason is that “they couldn't get along with 
other people.” Another study was made on why em- 
ployees failed to get promotions. “Failure to get along 
with others” was the reason given in 76% of the 
cases. 

Experimental proof of some of the principles of 
human relations would really not have been neces- 
sary if we had only accepted them. They were spoken 
by philosophers hundreds of years ago. Over 2,000 
years ago Sophocles said, “Fortune is not on the side 
of the fainthearted.”” How often we see the “bold 
stroke” paying off, in sports or in business! An old 
legend tells one version of the story of the Israelites 
and the Red Sea. Encouraged by Moses to believe 
the waters would part to let them through, the Israel- 
ites arrived on the shore to find the sea impassable. 
It was not, the story goes, until the first man waded 
in, that the waters drew back. Fear is not all bad, 
however. We should not try to deny its existence. It 
may even be put to advantage. 

Much has been said in recent years about the 
“team approach.” In the treatment and rehabilitation 
of patients, top management has been very insistent 
in this. So we have complied. And some of us have 
been shocked to have visiting supervisors say, “You 
don’t have a team! You only have fifteen different 
individuals meeting together and working separately.” 
Some of us have been puzzled. What is a team? Why 
isn’t ours a team? An incident ot our hospital recently 
may shed some light on the answer. All members of 
our team had agreed on a certain action, save one. 
Now, a minority difference of opinion certainly does 
not violate the team concept. Such differences should 
be expressed at length and heard and considered. But 
this employee went further. He became so unpleas- 
ant and emotionally involved that other members of 
the team were embarrased. He even went outside the 
team with ridicule and attempted to gain support 
for his position from those less familiar with the facts, 
on the grounds of a moral responsibility to fight for 
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his convictions. Now, what was wrong with that po- 
sition? Simply this: It was not a moral question that 
was being decided. It was not a religious question that 
was being decided. It was the question of the best 
treatment and rehabilitative measures to be adopted 
for a particular patient. And one member succeeded 
in wrecking the efforts of the entire team. 

One representative of top managment’ has de- 
fined the team as “a field of activity in which the 
role of an individual is determined by the aims, suc- 
cesses and failures of other members rather than by 
the goals, knowledge or skills inherent in the indivu- 
al himself. No matter how skilled an individual may 
be, he can be effective only to the extent that others 
are willing to facilitate the use of his skill!’ He adds, 
“sometimes individual prerogatives must be yielded if 
there is integration of the group to a common pur- 
pose. This may be frightening to those who fear loss 
of their individuality and it is such fear that some- 
times creates group tension, rivalry for status and in- 
ter-personal dislikes.” 

If we can accept the above definition of a team, 
then we can, at least in some instances, understand 
why our top management supervisors have scoffed at 
our perfunctory attempts at establishing a treatment 
team. 

The same line of thinking is reflected in an out- 
line of a course of study in Human Relations in Work 
Groups.” The very first basic principle listed is as fol- 
lows: “The productivity or success of a work unit is 
measured by the degree of cooperation existing 
among all members of the group.” Before nodding 
our heads in harmonious agreement to this principle, 
let us examine it more closely and see if we can do so 
without conflict. Perhaps to really accept this princi- 
ple we may have to give up some pre-conceived ideas, 
and this may not be easy. 

How many of us still hold to the quaint naive 
idea that the way to measure succes of a work unit is 
to total up the amount of work that was done? For 
instance, let’s use a simple example. Six men are pick- 
ing cotton in a field. If 1 were to judge the success 
of these men, it would be on the basis of how many 
pounds of cotton they picked. I dare say most of you 
would do the same. Cooperation would be fine. Yes, 
they could probably do better working together, but 
primarily wouldn’t the foreman be interested in the 
amount of work done? 

The basic principle said, ‘““The productivity or 
success of a work unit is measured by the degree of co- 


‘Tompkins, Harvey J., “The Strength of the Group,” Tech. 
Bull. 10-47, Veterans Administration, Oct., 1953. 


*Beecher, W.; Bennett, W. D. and Zappolo, F., “Case Dynam- 


ics,” mimeographed, Brooklyn: Beecher Remedial Center, 
1952. 
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operation existing among all members of the group.” 
It didn’t say “partially” measured, or “the degree of 
cooperation existing among most of the members of 
the group.” It said “measured” and it said “the degree 
of cooperation existing among all of the members of 
the group.” 

Those of us who understand cotton picking 
know that the contrariness of any one or more than 
one of the six men need not necessarily interfere with 
the productivity of the others. Any one of them could 
be quarrelsome, late to work, lazy, dishonest, or what- 
not. It might interfere with the others but need not 
do so. Generally in picking cotton, each man does his 
own work and does not have to depend on others for 
anything. 

So either the basic principle is untenable or our 
use of an illustration is in error. Let’s take the same 
six men and give them another simple task of carrying 
a heavy log, weighing say, 1000 pounds, assuming 
there is no equipment or machinery to do the job. 
Clearly no one or two of the men could carry such a 
heavy log by hand. Every man would have to lift his 
part and do it at the same time as the others. Here 
we have a simple but real team. With this team we 
can agree that the productivity or success of the work 
unit can be measured by the degree of cooperation 
existing among all the members. 

If we considere the etymology of the word “team” 
we would not foolishly think we had a team when we 
put six men in a field, each individually assigned to 
picking cotton or by merely meeting together in a 
room and talking about a patient, but each going his 
own way in treatment procedures regardless of the 
opinions of others. Or verbally agreeing, for the sake 
of harmony, but with mental reservations, thinking 
that “by the eternal, we know our job, and that we 
could do it better too, if others would mind their own 
business and let us alone.” 

The word “team” is a good old Anglo-Saxon term. 
Anciently it applied to two or more beasts of burden 
harnessed or yoked together and working at the same 
task, a task which none could do working alone. My 
grandfather would have understood. If he had harn- 
essed two, three, or five horses (any number) to dil- 
ferent vehicles, plows or what-not, even if they were 
all in the same area or field, he would never had made 
the mistake of calling then a “team.” Grandpa knew 
another thing: He knew that in a job requiring a 
team of, say, two horses, the total work possible by 
these two horses cooperating as a team would be ex- 
actly twice the strength of the weaker horse-not one 
bit more! And that only—mind you—if they cooperate 
perfectly. If the stronger horse tries to show up the 
weaker—or if the weaker tries to undermine the strong- 
er, the total work done will be even less! 
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Sarcasm is in poor taste (and rightly so) but per- 
haps we can tolerate just a little bit: The corrective 
therapist who can do the complete job of treatment 
alone, does not need to belong to a team. The rest of 
us do! 

Perhaps we won't have so much trouble accepting 
the other basic principles listed. Failure in a work 
group results from cither (a) lack of knowledge or 
skill in how to function, or (b) unwillingness (usual- 
ly unconscious) on the part of any one or more of the 
individuals to contribute to the total work require- 
ments. Such failures as are due to lack of knowledge 
or skill can usually be remedied by specific factual 
and. skill instruction. Most failures, however, stem 
from problems in human relationships arising from 
secret or open unwillingness to cooperate. 

The primary functional responsibility of super- 
visors is to produce team cooperation where each in- 
dividual works to acomplish the total job. Supervisors 
do this by (a) understanding and removing hostile 
activities and attitudes restricting production, and by 
(b) teaching those who do not know the job and see- 
ing that their work meets the standard required. 

The hidden and open hostilities and jealousies 
existing in a work unit usually arise from a contest 
to determine which individual can surpass or domin- 
ate another. Such a conflict ties up productive energy 
and cuts down production by that amount. Almost all 
problem situations in human relations are the result 
of jealously competing individuals. Hidden somewhere 
in the conflict is the attitude of “Big Me and Little 
You.” In each conflict situation the objective of dom- 
inating the other is normally concealed behind a 
“good reason.” 

In each work unit a group “climate” or opinion 
exists which either fosters or discourages cooperation. 
In a climate of cooperation, mutual trust and help- 
fulness flourish and grow. One worker does not have 
to struggle against another and his energies are free 
to devote to production. He does not have to be 
watchful for attack from a fellow worker or super- 
visor. Each supports the other’s efforts. Work seems 
easier since none is haunted by the fear of failure or 
ridicule. One does not profit at the expense of the 
other. Individual contribution to the total group is 
recognized by the supervisor and workers alike. In a 
climate of excessive jealousy each must fight against 
his fellow workers and against his supervisor. He -can 
depend on one one for help or tolerance unless he 
can enlist support of a few around him. If he contrib- 
utes on the job or gains recognition, others begin 
jealous attacks on him. If he lags behind, others are 
jealous of his ease. He has little thought and energy 
free for productive effort on the job. 
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Due to the authority lodged in the supervisor, he 
primarily sets the climate of opinion, whether he rec- 
ognizes it or not. No one is wholly free of the attitude 
of “Big Me, Little You,” and each person needs to 
guard continually against aggressive “Big Me” traits. 
Each supervisor infects his unit to the degree that he 
himself is a victim of “Big Me, Little You.” 


The successful supervisor places cooperation in 
the work unit before personal recognition. He recog- 
nizes that the total requirement of the job is the 
boss of the unit. He recognizes that his own behavior 
is the master key to the situation and that his own 
drive for production regardless of means is actually 
a self-centered desire of seeking recognition for him- 
self at the expense of the group. He assists the work- 
er in understanding his responsibility to the job and 
to the group. The succesful supervisor supports atti- 
tudes of cooperation and teamwork through which 
men feel security and satisfaction. He denies all profit 
to those who disturb teamwork by jealousy. He rec- 





PRE-THERAPISTS—Cont’d from Page 16 
Course Appraisal 


Following the first complete year under the pres- 
ent curriculum a re-evaluation of the program and 
teaching syllabus was made. A progress report was 
prepared by the coordinator and presented for con- 
sideration: first, to the members of the Rehabilitation 
Unit of the Department of Physical Education; and 
second, to those concerned from both Veterans Hos- 
pitals, the University Medical School representative, 
chairman of the Department of Physical Education, 
the clinical training supervisor, and program coordin- 
ator. 


Many worthwhile suggestions were made for fur- 
ther implementation, including the seeking of expan- 
sion to include similar experiences in conjunction 
with the University Hospital School, with the addi- 
tion in the syllabus of certification requirements for 
each therapy and other such information. 


It was mutually agreed that the operational plan 
of integrating various pre-clinical therapy students 
for field work experiences is a feasible procedure 
which has met with considerable success. While it is 
recognized that this program has proceeded in an 
exploratory manner and that there are undoubted- 
ly better ways which have not as yet been included, it 
is recommended that serious consideration be given to 
the adoption of such a plan by other institutions 
wherever it may be feasible. 
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ognizes that his responsibility to the job and to the 
entire group may conflict with the special interest of 
the individual and insures that the group and job 
responsibility predominates. 

If some of these basic principles of human rela- 
tions sound strange, should we not, in deference to the 
authoritative positions of the authors, subject them to 
more careful study and the application of concrete 
examples, much as we did for their first basic prin- 
ciple on how to measure success in a work unit? 

If others of these basic principles sound somewhat 
familiar we should not be too surprised. They are 
merely re-statments, in many words, of the one basic 
principle stated two thousand years ago and now 
known as the Golden Rule. 





CONFERENCE REPORT 











(EDITOR’S NOTE: Summaries of papers presented at the 
Tri-State Physical Fitness Conference held at New York 
University on February 17, 1956 appeared in this Journal, 
10:2:53-54, March-April, 1956. A summary of the group 
discussions and the speakers’ comments during these dis- 
cussions has been prepared by Dr. Raymond A. Weiss, con- 
ference coordinator. Speakers taking part in the program 
included Dr. Peter Karpovich, Springfield College; Dr. 
Joseph B. Wolffe, Valley Forge (Pa.) Heart Institute; Dr. 
Creighton Hale, research director, Little League Baseball; 
Dr. Bernard E. Hughes, State Charities Aid Association, 
New York, and Drs. Roscoe C. Brown and Charles A. Bucher, 
New York University. Nearly 500 persons including school 
administrators and teachers of health, physical education 
and recreation attended the conference and took part in 
the group discussions summarized here.) 

The speakers’ comments and the group discus- 
sions centered mainly around five questions: 


1. What is the value of physical fitness? 
2. How much physical fitness do the youth of 
America need? 
3. What programs are needed to develop physical 
fitness? 
t. How should physical fitness programs be or- 
ganized and administered? 
5. How can we evaluate physical fitness? 
A summary of points made during the conference 
are presented separately for the speakers and for the 


group discussions under each of the above five ques- 
tions. 


What is the Value of Physical Fitness? 
SPEAKERS 
Physical activity enriches life. 
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Physical fitness is needed to fully enjoy sports 
with fun as a goal. If not physically fit, a person’s in- 
terest in physical activity may wane and he is not 
likely to gain that exhilirating feeling that can come 
from exercise. 

Everyone agrees that the person who is physically 
active and who has physical fitness enjoys a healthy 
mental outlook and a general feeling of bodily well 
being. 

Physical activity relieves emotional strain under 
which we live and relieves the pressure of our highly 
productive lives. 

A person needs physical fitness to safely partici- 
pate in physical activity. When fit, physical activity 
provides pleasure and enjoyment; but if unfit, a per- 
son may find activity disagreeable and uncomfortable. 

Physical fitness is needed to perform the daily 
occupational, home and recreation activities without 
undue muscular soreness, strain, fatigue or exhaustion. 

Fitness is needed to meet emergencies involving 
severe muscular exertion. 

The modern way of life eliminates some life ac- 
tivities (hunting, making shelter) that develop char- 
acter and courage. Strenuous physical activities may 
provide a substitute for some of these developmental 
life activities. 

Physical fitness is one type of fitness for life, and 
it is fitness for life which is the concern of education. 

During illness, inactivity retards recovery where- 
as exercise speeds up convalescence. 

There is some evidence that people on physically 
active jobs have fewer coronaries than those with 
sedentary jobs. 

Although exercise is not the answer to reducing, 
there is some evidence that exercise goes a long way 
toward weight control. 

There is evidence that exercise gives relief from 
dysmenorrhea. 

There is some evidence that physical activity 
helps in adjustment of mental patients, but it is not 
shown if this improvement results from changes in 
physical fitness or merely from opportunity to express 
themselves through activity. 

Group DIscussions 

All groups tend to agree with the values put 
forth by the speakers during the morning session. All 
levels, elementary through college, particularly empha- 
size that physical fitness contributes to a feeling of gen- 
eral well being. All levels also believe that developing 
physical fitness is an important aspect of the general 
goals of education. 

All levels also believe that fitness gives freedom 
from physical strain which in turn permits a better 
adjustment to the school program. 


The elementary groups emphasize that it is im- 
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portant for children to develop an attitude early in 
life about appreciating their bodies and how to use 
them. 

The junior high school groups emphasize their 
concern about the time of puberty. They indicate 
that physical fitness is important to the child who 
becomes very much aware of bodily function at that 
time. 

The college women indicate that physical fitness 
is critical at that level because of child bearing. 

How Much Physical Fitness do the 
Youth of America Need? 
SPEAKERS 

Various agencies in the country have standards: 
AAHPER and N. Y. State Education Department en- 
dorse the pre-induction physical fitness standards of 
the U. S. Department of Defense; Oregon recommends 
the Rogers PFI Norms; the Kraus-Weber Test has 
been recommended as a national norm; the YWCA 
has national norms; and the Boys Clubs have national 
norms. 

Whereas standards like these have been proposed, 
it has never been established whether these standards 
actually are placed at the level which is desirable for 
our youth. The reason probably is that we haven’t been 
able to decide just how much fitness our youth need. 

Whereas we can agree that we need enough fit- 
ness to conduct the day’s activities without undue fa- 
tigue, strain or exhaustion (and possibly to meet em- 
ergencies involving physical activity), we cannot de- 
cide what level of physical fitness this is. 

Group Discussions 

All groups make general statements about the 
amount of fitness needed, such as enough to insure 
optimum growth, enough to contribute to good liv- 
ing enjoyment, enough for daily living requirements, 
enough to handle the body effectively, etc. However, 
all these suggestions do not reveal how much is” 
enough. Some groups recognize this and recommend 
research to learn just how much fitness is needed in 
each case. 

Some of the groups disagree in their recommenda- 
tions. For example, one group suggested that the best 
fitness is the most, while another group is not sure 
this is so. 

The secondary girls believe it is important for 
girls to have as much physical fitness as boys, whereas 
the college women state that girls do not need the 
same level of physical fitness as boys. Most of the 
groups agree that there is a definite need for stand- 
ards but do not make specific recommendations. How- 
ever, the senior high school boys’ group recommends 
that we use existing national standards( it is prob- 
ably referring to the statement of speakers that stan- 
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dards do exist for some of the tests being used in the 
field). 


What Programs Are Needed To 
Develop Physical Fitness? 


SPEAKERS 


IN PHYSICAL EDUCATION. There is evidence 
that special conditioning type exercises like situps, 
running, and weight training increase fitness more 
effectively than a sports type program. 

There is evidence that the best way to develop 
strength in certain muscle groups is to exercise those 
muscles with special exercises. 

Differences in value of activities to increase 
physical fitness are most notable when used on sub- 
jects who are low in fitness. In at least one study, where 
the subjects were in pretty good condition at the 
start, sports type activities were just as elfective as 
conditioning type activities in maintaining physical 
fitness. 

Whereas some types of activities seem to raise 
physical fitness more rapidly than others, it appears 
that if the program is carried out continuously, just 
about any physical activity will make some contribu- 
tion to increased physical fitness. The important thing 
seems to be to have the program well planned and 
continuous. 


IN RECREATION. Recreation programs should 
teach sports skills starting in the elementary grades 
so that youngsters will be motivated to participate in 
activity programs. People tend to continue to do the 
things they do well. 

Team sports should be included in the recrea- 
tion program not only for their fitness value but also 
because they stimulate team spirit, sportsmanship, 
courage, persistency. 

Individual sports also should be included in ty 
recreation program (archery, bowling, golf, hiking) 
because they can be carried on into and past middle 
age. 

IN HEALTH EDUCATION. People need to be 
taught basic facts about physical fitness; this is neces- 
sary if fitness is to be achieved. People need to form 
attitudes about physical fitness. Education can be a 
tool to do all this, and health education is one way to 
provide this education. 

Health education can help to shape attitude about 
the need for physical fitness. Health education can 
help build public opinion to support needed resourc- 
es for developing physical fitness. 

Health education for physical fitness can be ap- 
plied in three levels: in the school, at home, and in the 
community. The health educator can shape attitude 
in the school by what he says and by how he behaves, 
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Also, the physical environment and facilities affect 
attitude. 

In the home, parents must act consistently with 
school teachings. They set an example for children to 
follow. The food they provide, they way they spend 
money, the way they feel and act toward others all af- 
fect attitude toward physical fitness. 

In the community, practices in voluntary health 
programs and the services and advice of doctors, nur- 
ses, and other health service personnel all help to 
shape attitude about physical fitness. 

Group Discussions 

More than anything else, the groups emphasize 
activities which employ the fundamentals of running, 
jumping, climbing, throwing, kicking, and the like. 

The elementary group shies away from formal 
activities in favor of the less formal rhythmics, begin- 
ning sports and modified sports. 

Most groups stress that the programs should have 
variety. The groups recognize that youngsters can ex- 
ert themselves physically through many different kinds 
of activities and not simply through one or two cer- 
tain types. 

Sports activities are mentioned gencrously in all 
the groups as means of developing physical fitness. 
However, the junior high boys’ group believes that 
special physical fitness exercises are needed. The sen- 
ior high boys’ group recommend an intramural pro- 
gram as a means of developing physical fitness. 

It is interesting that the college men’s group rec- 
ommended that the program be designed for other ob- 
jectives but point out that physical fitness will nat- 
urally be a byproduct of the program. 

The health education groups emphasize that 
health education programs should stress the import- 
ance of recreation and physical education. These 
health programs are needed to develop wholesome 
attitudes toward physical fitness. 

How Should Physical Fitness Programs 
Be Organized and Administered? 
SPEAKERS 

IN PHYSICAL EDUCATION. There is evidence 
that a daily exercise requirement is needed for effect- 
ive development of physical fitness. However, at least 
one study shows that as little as 40 minutes, twice a 
week for 3 or 4 months will bring about significant 
changes in fitness test results. 

The New York State Fitness Conference held 
in 1951 recommended daily activity in physical edu- 
cation programs amounting to 150 minutes weekly 
for the elementary schools and 225 minutes weekly 
for the secondary schools. 

More stress should be placed on developing [fit- 
ness for everyone rather than just those who have the 
ability to make varsity teams. 
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IN RECREATION. All existing facilities in the 
community should be put to use including the schools 
churches, parks, athletic clubs, and other private and 
public facilities. It is because we lack facilities that 
so many people are denied opportunity for physical 
activity in recreation programs. Unorganized play 
in streets and vacant areas is not the answer to this 
problem. We must provide trained leadership, more 
funds, and more facilities to give directed physical 
activity in recreation programs. 

Group Discussions 

Almost all groups agree that children should 
have daily physical activity in the physical education 
program for approximately one hour each day. How- 
ever, the senior high boys’ group points out that in- 
adequate staff and facilities block this plan. 

Elementary and secondary groups both believe 
that we must depend partly upon out-of-school daily 
living activities to help maintain and develop physi- 
cal fitness. 


How Can We Evaluate Physical Fitness? 
SPEAKERS 

Several tests are available with which to measure 
physical fitness. Some of these have been scientifically 
validated whereas others have been presented without 
objective evidence of vadidity. 

Not all physical fitness tests measure the same 
kind of physical fitnes. he evidence is that these tests 
do not correlate very highly. Therefore, it is neces- 
sary, when selecting a fitness test, to pick one that 
measures the kind of fitness wanted in the program. 
Because test results can only reflect the factors meas- 
ured in the test, it is necessary to choose a test that 
measures the kind of fitness sought. 

It is clear that simply showing improvement on 
test scores does not prove that the group increases in 
the type of fitness that they need. This matter can be 
cleared up only after it is demonstrated that the test 
chosen measures the type of physical fitness for which 
the program is planned. 

Various groups throughout the country have 
acted to select physical fitness tests. Oregon recom- 
mends the use of the Kraus-Weber test up to the age 
of 11 or 12 and the PFI test after 12. The YMCAs 
have certified its leaders to give the Kraus-Weber test. 
On the other hand, California rejects the Kraus-Web- 
er test saying that it is misnamed. 

Group DIscussiIONs 

By their comments, all groups show that they rec- 
ognize the importance ol using only good tests which 
have been demonstrated to validly measure physical 
fitness. Only one group recommended a _particulai 
test by name. 


The secondary girls group suggests that we nee:! 
D, a a DoS 
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to measure more than just one type of physical fitness, 
and therefore need more than one type of test. 

The senior high boys group criticizes the pro- 
cedure of planning a program on the basis of physical 
fitness tests. Instead it would figure out what kind of 
fitness is needed and then plan the program on that 
basis. The group recommends that only tests be used 
where validity has been demonstrated. 

Comment 

Reaction to the Conference was favorable. In let- 
ters sent in following the Conference, teachers ex- 
pressed thanks for the chance to share ideas about 
physical fitness and to learn from others. 

However, it is clear that no problems were solved 
as a result of the conference and that there is much 
we do not know about physical fitness and its value 
to the people of this country. The speakers urged the 
need for more study and more research to answe) 
some important questions. Here are a few especially 
important questions that remain to be answered. 

1. At what time of life is physical fitness most 

important? 

2. What is the relationship between physical 
fitness and the general capacity to perform? 
Can physical fitness help a person live longer? 
Is the best fitness the most you can attain? 
What level of physical fitness does living in 
our contemporary society demand? 

- What are the most effective ways of measuring 

physical fitness? 
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H. JACKSON BURROWS, “Fatigue Infraction of the Mid- 
dle of the Tibia in Ballet Dancers,” Journal of Bone and 
Joint Surgery, 38B: 83-94, February, 1956. 

Several cases of a lesion about the middle of the tibial 
crest of one leg have been observed in healthy young ballet 
dancers. Pain at a take off was noticed first, followed by 
tenderness and a palpable lump. Pain was never present 
during rest. The most obvious radiological finding was a 
horizontal fissure extending into the cortex of the tibial 
crest. It was concluded that these were fatigue infractions. 
Four patients improved with rest, but a proper assessment 
will be possible only with the lapse of more time. When 
diagnosis seems reasonably certain the best treatment may 
be immobilization in a long walking cast incorporating the 
knee and foot. The fact that all but one patient were males 
may be due to the fact that boys take up ballet later than 
girls, that they have to carry their partner’s weight in ad- 
dition to their own, that their legs are heavier and the in- 
ertia greater, or that their half-points position throws 
more strain on the calf than does the danseuses points 
position. 


—PJR 
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GEORGE M. PIERSOL, “The Doctor Shortage in Physical 
Medicine,” American Journal of Physical Medicine, 35:5-11, 
February, 1956. 


Rehabilitation is a philosophy which implies that the 
community, the family, the physician and ancillary medicine 
groups have not fully met their obligation to the patient un- 
til he is restored to the fullest possible degree of useful and 
productive living. Rehabilitation programs will need contin- 
ued expansion as the number of chronically ill and disabled 
groups in the country increases. The most pressing prob- 
lem is to furnish more physiatrists. The increasing num- 
ber of individuals trained in the technical aspects of Phys- 
ical Medicine is no solution to the problem, since by law their 
activities must be supervised by a physician. The Ameri- 
can medical profession as a whole regards Physical Medi- 
cine with little enthusiasm. In a survey by the A.M.A. only 
06% of a large group of physicians expressed a desire for 
instruction in P.M. & R. The fundamental reason is due to 
the fact that it is not given adequate attention in our med- 
ical schools. Other objections are that its practice consists 
largely of referred patients; most of the treatment of pa- 
tients is delegated to others; it does not lend itself well to 
private practice except in large cities; it requires a large 
financial outlay for therapists and equipment, and the fi- 
nancial returns are less than in certain other fields of med- 
icine. If the need for physicians in Physical Medicine is 
not overcome in the near future, it may be met by non- 
medical cults, greater reliance upon technical groups, and 
by physicians in other fields directing the rehabilitation 
of their patients. 

—PJR 





JOHN H. ALDES, “Ultrasonic Radiation in the Treatment 
of Epicondylitis,’ GP, XIII: 89-96, June, 1956. 


Epicondylitis is a syndrome characterized by pain in 
the lateral condyle of the elbow. The pain is accentuated 
by active motions of the extensor muscles that originate 
in the lateral epicondylar region of the humerus and radi- 
ate down the forearm to the wrist and hand. It is accentu- 
ated by pronation and supination of a fully extended elbow. 
Epicondylitis has been referred to as “tennis elbow,” “pitch- 
er’s elbow,” “golfer’s elbow,” “badminton elbow” and “squash 
player’s elbow,” but it also occurs among such occupational 
groups as housepainters, bricklayers, carpenters, welders, 
plumbers, machinists and housewives. The major — in 
typical epicondylitis is the tearing between the tendinous 
origin of the extensor carpi radialis brevis and communis 
and the periosteum of the lateral epicondyle. The best re- 
sults in treatment were obtained by the use of hydrocor- 
tisone injections into the lateral epicondyle followed by ul- 
trasonic therapy to that area and to the extensor area of 
the forearm. 

PJR 


JAMES B. ALLISON, “Evaluation of Dietary Proteins,” 
Nutrition Reviews, 14:130-131, May, 1956. 


Some investigators recommend the feeding of relatively 
high protein intakes to develop the labile protein stores 
maximally in order to correct dietary error or to meet the 
stresses and strains of daily living. The primary purpose 
of a dietary protein is to provide a pattern of amino acids 
appropriate for the synthesis of tissue proteins and for 
other metabolic functions. Amino acid requirements are 
influenced by a number of variables, many of them un- 
known or little understood. Present data suggest the ideal 
protein would be nearly like the composition of human milk 
or egg protein. A proper balance between calories and pro- 
tein is of great importance. The goal of proper nutrition 
should be to produce a proper balance of amino acids, the 
intake of both nitrogen and calories being adjusted to pro- 
duce an optimum development of lean body mass. The 
search is not for more protein in the diet but for a group 
of protein sources that combined will provide amino acids 
in proper amounts and ratios. 
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MAX M. NOVICH, “A Psysician Looks at Athletics,” Jour- 
nal of the American Medical Association, 161:573-576, June 
16, 1956. 


The team doctor has two functions: (1) to prevent in- 
jury whenever possible and (2) to treat such injuries as oc- 
cur so that the players achieve maximum physical resto- 
ration. He is responsible for the medical history, physical 
examination, conditioning, proper uniforming (in cooper- 
ation with the coach), treatment, follow-up, and attendance 
at all events where injury hazard is pronounced. Partici- 
pants in boxing, wrestling, football, lacrosse and other 
sports that subject the head to blows should have an ECG 
before, during, and after the sports season. Boxing should 
be forbidden to the severely myopic. Mouthpieces should 
be worn in contact sports. Numerous congenital and ac- 
quired orthopedic, neurological and cardiovascular condi- 
tions constitute grounds for disqualification for athletic 
participation. Conditioning is of primary importance in pre- 
venting injuries. Proper protective equipment and any in- 
dicated special paddings must be worn. The basic prin- 
ciples of the treatment of athletic injuries should be fol- 
lowed. A contestant who has been ill or injured should be 
readmitted to participation only on the written approval 
of the physician. First aid for boxing and football should 
be administered only by the physician. 

PJR 





MAURICE E. LINDEN, “Fate, Feeling and Fantasy in the 
Development of Personality.” Journal of the Indiana State 
Medical Association, 49:519-524, May, 1956. 


In our culture aging is resisted, resented and denied; 
most of our values are youth-oriented. As a society we are 
progressively diminishing the importance and worth in- 
trinsic in human relations. Values in human life other than 
sexual receive too little attention. But there is no prime 
of life; there are primes of life. Early life is largely in- 
stinctive. During the period of child raising the human 
psyche becomes socially creative. When the period of child 
bearing ends, the parents become state creative, in which 
they assume responsibilities for the welfare of future gen- 
erations. Psychologically, the last stage of maturation is 
one of reflective examination, the sage of wisdom. The de- 
veloping child develops feelings of hostility against his eld- 
ers; even the young adult seeks to thrust the envied elder 
aside. These feelings of elder-rejection are suppressed. 
With age some of the defense mechanisms crumble, and the 
feelings of elder rejection may develop into self-rejection. 
Senility becomes childhood in reverse. Our society must 
be reeducated to rediscover the social values of the senes- 
cent and their enormous potential. 

PJR 





C. A. ROBBINS, “Two Deaths in Long-Distance Runners,” 
Journal of the American Medical Association, 161-392, 
May 26, 1956. 

On Nov. 26, 1953, in Manchester, Conn., a 20-year old 
cross country runner collapsed shortly before the finish of 
a five mile road race. He died 48 hours later. Autopsy re- 
vealed occlusion of the left internal carotid artery. On 
June 18, 1954, in St. Louis, a 29 year old runner collapsed 
after finishing a six mile race on the track. He died nine 
days later. Autopsy revealed diffuse liver damage due to 
hepatitis. Neither of these tragedies could have been averted 
by routine physical examination before the races. These 
casualties are the only two the author has heard of in 20 
years of studying long-distance running. 





M. R. CHANCE, A. J. LUCAS AND J. A. H. WATERHOUSE, 
“Changes in Dimension of the Nuclei of Nevtrones With 
Activity,” Nature 17:1081-82, June 9, 1956. 

Changes in the dimensions of the neurone nuclei in the 
cerebral tissue of mice were measured after certain pro- 
cedures. After anaesthetics or drug-induced convulsions the 
nuclei were smaller in diameter than in resting mice. After 
running or swimming they were larger. 

PJR 
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Editorials 


EDUCATIONAL GOALS IN REHABILITATION 


A recently published article* contains the opin- 
ions of the then President of the Congress of Physical 
Medicine and Rehabilitation in regard to “Educa- 
tional Goals in Physical Medicine and Rehabilita- 
tion.” In this article, Dr. Gordon Martin critically 
examines the existing education of medical and lay 
personnel in the rehabilitation field, and offers sug- 
gestions for alleviating the various discrepancies which 
he discerns. Dr. Martin has seen fit to include the 
corrective therapists in his discussion of “the edu- 
cation of auxiliary personnel” and after reading his 
statements we believe that certain misconceptions 
should be clarified. 

In the first place, statements that corrective ther- 
apists “‘are tending to develop their educational pro- 
grams without relation to medicine;” and “that ed- 
ucational programs for them are not recognized by 
the Council on Medical Education and Hospitals of 
the American Medical Association” carry the infer- 
ence that our organization seeks to arrogate respon- 
sibilities which have been delegated to professional 
medical groups. These statements fail to consider this 
association’s long concern for professional standards 
for corrective therapists and its steadfast attempt to 
interest official medical groups in this problem. ‘The 
failure of both the A.M.A.’s Council on Medical 
Education and the Congress of Physical Medicine 
and Rehabilitation in providing guidance in this re- 
spect was the cardinal reason why this association 
adopted a plan for setting educational standards for 
corrective therapists. This plan placed certification 
of therapists under the jurisdiction of a certification 
board which included prominent physicians as well 
as representatives of allied professions as members 
of the board. It was instituted to safeguard, insofar 
as was possible by the limited authority of this group, 
educational standards and training for corrective ther- 
apists. 

In the same way this association has found it nec- 
essary to define the field** and scope of corrective 
therapy, to develop a code of ethics for the profession, 
and to aid in every way possible the establishment 
of curricula for corrective therapy students in various 
colleges and universities. Again, these steps have been 
necessary because guidance from established medical 
sources has not been forthcoming. However, it should 
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be pointed out that from the very beginning, our as- 
sociation has been most fortunate that many physi- 
cians prominent in the field of rehabilitation and 
other specialities have seen fit to interest themselves 
in the development of our profession and to give us 
the benefit of their guidance and counsel. Past ac- 
complishments could hardly have been effectuated 
without this assistance. 

It is our sincere belief that Dr. Martin’s overall 
critique of the educational picture of rehabilitation 
personnel serves an important purpose, and we earn- 
estly support the general philosophy which he has 
expressed in this article. We are impressed by his 
closing remarks in regard to the education of auxil- 
iary personnel in which he states, “if auxiliaries are 
properly trained, we physicians will make use of them, 
and therefore we should stand ready to guide their 
educational efforts.” We trust that Dr. Martin‘s col- 
leagues will see fit to act upon his advice in this 
regard. 

*Martin, Gordon M., “Educational Goals in Physical Medi- 
cine and Rehabilitation,” Archives of Physical Medicine 
and Rehabilitation, 37:10:601-602, October, 1956. 

**As defined by the Association for Physical and Mental 
Rehabilitation, Corrective Therapy is the application of 
the principles, tools, techniques and psychology of medi- 


cally oriented physical education to assist the physician 
in the accomplishment of prescribed activities. 





ERRETT C. ALBRITTON, “The Six Unities in Medical Re- 
search,” Journal of the American Medical Association, 161: 
328-333, May 26, 1956. 

The medical practitioner needs to have a command of 
the principles of experimental method. Every simple ex- 
periment has two variables: the agent and the affected. 
To prevent errors the six unities must be observed. There 
must be (1) Identity or near identity between the average 
and range of time prevailing for the variables. The “before 
and after experiment” lacks unity of time if all measure- 
ments are made in the same sequence. (2) Identity or near 
identity of place. A difference of locality may affect the 
outcome. (3) Identity or near identity of material. The av- 
erage and the range of any given characteristics for the 
two groups must be similar. (4) Identity or near identity of 
procedure. The differences in procedure which constitutes 
the experiment are of course excepted. Medical ethics may 
block unity of procedure in many clinical investigations. 
In “before and after experiments” reversal of sequence is 
not possible if the therapeutic agent makes a permanent 
change in the material. (5) Identity or near identity of 
personnel. The difference in researchers rather than the 
difference in treatments may be a cause of the result. (6) 
Identity or near identity of the mental attitudes. Attitude 
of the subject toward the treament may affect the results. 
When writing the report the reader is entitled to the auth- 
or’s evaluation of the effect of violation of any of these 
unities. 

PJR 
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Book Reviews 











“Postural and Relaxation Training in Physiotherapy and 
Physical Education,” by John H. C. Colson, (Springfield, 
Ill.: Charles C. Thomas, 1956. 105 pp. $2.50) 

The author of this little book is said to have “been 
responsible for the training of by far the greater portion 
of the remedial gymnasts” in England. In this volume he 
gives exercises and games designed to improve posture but 
emphasizes that their success depends upon whether or not 
the corrections thus induced become habitual with the 
subject. Relaxation techniques for neuromuscular tension 
are described, and a chapter on “So-Called Psychosomatic 
Tension States” is contributed by Maurice J. Parsonage. 
The book is written very simply and will be of use primarily 
to teachers in the primary schools. It is too elementary to 
be of much value to corrective therapists, who will find 
the same publishers’ The Diagnosis and Treatment of 
Postural Defects (reviewed here May-June, 1956) much 
more valuable. 


—PJR 


“Conguest of Disability,” Edited by Ian Fraser. (New York: 
St. Martin’s Press, 1956. 224 pp. $3.75) 

Regular readers of this column will recall the review of 
Champions by Setback published in the May-June, 1956 
issue. This book is much the same sort of thing. These are 
stories—many of them told first hand—of men who over- 
came some sort of severe handicap and went on to lead 
notably successful lives. With the exception of Franklin 
Roosevelt, nearly all the subjects are from the British 
Commonweaith. This sometimes creates semantic difficulties 
for the American reader. To read that a man expected “to 
get his ‘cap’ for England at Rugby football” or that “he 
gained ‘firsts’ in both parts of the History Tripos and a 
distinction, -being the only candidate so placed in Part II” 
conveys no definite meaning to this reviewer. The book is 
well written and deserves a place in the “inspirational” 
section of hcspital libraries. Since the majority of the cases 
recounted are the result of injuries received during World 
War I or II, it might be especially suited for V.A. hospitals. 
American readers may be astonished at the way the British 
Army permits disabled individuals to remain in the service. 
They seem to make far better use of their available man- 
power than is true of the American forces. 


—PJR 


“Professional Rehabilitation,’ by Fernando Boccolini. Sao 
Paolo: Social Service of Industry, 1956, Mimeographed, 59 
pp. 

This is a report on the status of rehabilitation in 
Brazil presented by the head of the rehabilitation service 
of the Sociai Service of Industry at the III Congress of 
Labor Medicine held at Caracas, Venezuela in November, 
1955. In Brazil general acceptance of the concept of rehab- 
llitation has been delayed by a series of obstacles—among 
them the low educational level of the workers, the pro- 
motion of habitual idleness by disability benefits, and the 
lack of qualified therapists. However, definite advances 
have been made and the future appears promising. Readers 
of this Journal will be especially interested in the references 
to medical gymnasts whose specialty includes the use of 
progressive resistance exercises, adapted sports and other 
activities which in this country are the province of the 
corrective therapist. It would be advantageous if some sort 
of international agreement could be reached on the term 
by which such individuals are designated and for the ex- 
change of information between them. 


—PJR 
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“Acute Head Injuries in Boxers,” by L. E. Larsson et al. 
(Copenhagen: Ejnar Munksgaard, 1954. 42 pp. 15 Dan. Kr. 
Paper) 


This monograph reports an EEG study of boxers made 
at the Swedish amateur championships in 1950 and 1951. It 
is one of the most valuable papers on the subject yet pub- 
lished. The authors acknowledge two technical difficulties: 
there is no strict parallel between EEG findings and clinical 
signs of brain concussion, and the exercise alone produces 
EEG changes. Granting these difficulties, the observations 
made in cases of knockouts and knockdowns were similar 
to those made in cases of slight concussion of the brain. 
The authors conclude that a knockout is due to cerebral 
lesions of the concussion type. Blows to the lower jaw may 
be especially effective because the forceful rotation of the 
head produces shear strains which are the essential cause 
of brain concussion and cerebral contusions. The problem 
of determining the potential danger of cerebral damage 
during an amateur boxing career is an extremely difficult 
one, and the EEG is of only limited value in solving it. The 
authors do not recommend that boxing be banned, but 
they do urge more careful supervision of the sport, including 
the debarment of injured fighters. An excellent bibliography 
concludes a report that will be of great interest to anyone 
connected with athletics, especially boxing. 

—PJR 


“Studies in Topectomy,” Edited by Nolan D. C. Lewis, 
Carney Landis and H. E. King. (New York: Grune & 
Stratton, 1956. 248 pp. $6.75) 


This small monograph describes a series of studies by 
the New York State Associates in Brain Research. It is a 
continuation of the work started in 149 by the Columbia- 
Greystone Associates and follows the second Columbia- 
Greystone research project, brief summaries of which are 
given. In the words of the editors, “this monograph may 
best be considered as an interim report, based primarily 
on the first two years of the study made by the New York 
State group.” Each of the investigators is an authority in 
his field and is well qualified for the specific type of study 
involved. The surgical procedures wherein a block of cortical 
tissue is removed bilaterally from the frontal lobes are 
described. The two operations which were researched in 
this particular project are the orbital and the superior 
topectomy. Both physiological and psychological reactions 
of the patients, pre- and post-surgically, are covered. The 
volume closes with a section on social service problems as 
related to the patient who has undergone topectomy. To 
the scientist interested in the techniques of and results 
obtained by topectomy this book will provide a fascinating 
and authoritative reference. The complexity of the study 
and the number of investigators involved, as well as the 
varied areas investigated, indicate that this work will be 
considered an outstanding research monograph in the field 
of psychosurgery. For those interested in the organic versus 
the dynamic etiology of behavior, this volume will perhaps 
both answer some questions and provide additional stimu- 
lation for further speculation regarding the etiology and 
neurophysica! mechanisms of behaviorial reactions. Index 
and references are complete. 


—DCL 


“Artificial Limbs,” Advisory Committee on Artificial Limbs. 
(Washington 25, D.C.: National Academy of Sciences— 
National Research Council, Spring 1956) 


Since this magazine is now published only twice a year, 
it is treated here as a book rather than a periodical. The 
current issue is devoted principally to the skin hygiene 
problems of the amputee. These generally demand derma- 
tological or su~gical care. While corrective therapists must 
be aware of the skin conditions which can result from 
improperly fitted prostheses and other causes, they will 
have only an indirect interest in the contents of this issue. 

—PJR 
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“Physical Conditioning,” Air Force Manual No. 160-26. 
(Washington, D. C.: Government Printing Office, 1956. 163 
pp.) 

The physical conditioning program of the Air Force 
is designed to accomplish four things: develop physical 
fitness, encourage regular exercise, foster team spirit and 
teach survival aquatics. The purpose of this manual is 
primarily to aid base or unit commanders in setting up 
such a program. After an introduction which stresses the 
importance of physical training, a large section—approxi- 
mately half of the text—is devoted to describing various 
activities, their advantages, disadvantages, space and equip- 
ment requirements, etc. Chapters on teaching techniques 
and evaluation procedures conclude the manual. For the 
most part only a few movements are described for each 
activity, and these are profusely illustrated. 

Unfortunately, several highly dubious techniques are 
depicted in the section devoted to weight training. On p. 92 
the exercise is labelled “High Pull-Up,” but the description 
is that of the military press done from an incorrect starting 
position. It is to be devoutly hoped that no reader attempts 
to snatch a heavy weight from the starting position shown 
on p. 95; this will practically guarantee lower back trouble. 
In the supine press (p. 96) the knees should be bent so that 
the feet are in position to resist the occasional tendency 
to tip off the bench. Use of the fully extended arms shown 
in the “flying exercise” (p. 102) is certain to produce sore- 
ness in the elbow areas for most men. 

The reading of texts on physical fitness always raises 
questions of evaluation. Precisely how much do certain 
exercises, such as pyramid building, contribute to the 
desired goals? How successful are programs of this type in 
inducing a desire for regular exercise? (Most of the aviators 
the writer knew during World War II had been exercised 
to the point that they hated the very sound of the word.) 
What is the relationship of physical fitness to success in 
flying? What percentage of a military man’s time should 
be devoted to physical training? Which exercises will give 
us the desired results in the shortest time? Once a man 
is trained, how much work does it keep to maintain him 
at a satisfactory level of fitness? Until such questions can 
be answered, physical education for military personnel 
cannot be said to rest on a Scientific basis. 


—PJR 


“Management of Emotional Problems in Medical Practice,” 
edited by Samuel Liebman. (Philadelphia: J. B. Lippincott 
Company, 1956. 152 pp. $5.00) 


This small volume is directed primarily toward the 
general practitioner who wishes to have additional infor- 
mation regarding some of the more common problems of 
the emotionally disturbed patient in clinical practice. It 
consists of nine sections and is a compilation by editor 
Liebman of a series of selected lectures. The lectures cover: 
Phychiatric Emergencies, Karl Bowman; The Use and 
Abuse of Sedatives and Stimulants, Frances Gerty; The 
Management of the Anxious Patient, Lewis Robbins; The 
Depressed Patient, Franklin Ebaugh; The Management of 
Emotional Reactions in the Male Involutional Period, Otto 
Billig; Management of the Multiple Complainer, George 
Ham; Management of Overeating, Overdrinking and Over- 
smoking, Leo Bartemeier; On Avoiding the Production of 
Iatrogenic Disease, Walter Alvarez; and The Utilization of 
Community Resources in Medical Practice, Marc Hollender. 
This should not be considered as a text in psychiatry but 
rather a series of talks on some of the more commonplace 
problems. Although this reviewer is not in accord with all 
of the material presented, it is recognized that the general 
practitioner may find much of value as regards certain 
psychiatric problems common-to general practice. The 
authors are authorities in the field of psychiatry and have 
special interests in the particular subjects which they pre- 
sent in this brief volume. The index is complete and the 
book should provide a ready reference for the general prac- 
titioner and other individuals who may have contact, at 
various times, with the emotionally disturbed individual. 


—DCL 
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“Migration and Mental Disease” by Benjamin Malzberg 
and Everett S. Lee. (New York: Social Science Research 
Council, 1956. Paperbound. 142 pp. $1.50) 

This scholarly monograph reports part of the efforts 
and experience of the Social Science Research Council’s 
Committee on Migration Differentials in effecting a revision 
of the Research Memorandum on Migration Differentials 
published in 1938 as Council Bulletin 43. The authors re- 
view in a most interesting and helpful way a portion of 
the pertinent literature pointing to some of the earlier 
insights as well as the methodological weaknesses which 
have influenced the project reported in a later portion of 
the book. The focus of the monograph is on demonstrating 
a methodology whereby data presently available in most 
mental hospitals can be used meaningfully in conjunction 
with U.S. Bureau of the Census information. Several sec- 
tions are devoted to discussion of problems and weaknesses 
encountered in the present methodology. The methods are 
applied to a limited sampling consisting of first admissions 
to the New York State hospitals for mental disease from 
July 1, 1938 to June 30, 1941. Analyses are based on several 
varying definitions of “migrant” and “nonmigrant” with 
age, sex, color or race held constant. Migrants first are 
defined as foreign born, redefined for a second analysis in 
terms of state of birth, and then a third analysis is under- 
taken with time at which the migration occurred being 
considered. All psychoses are grouped initially for each 
analysis and separate studies are then made for schizo- 
phrenic, manic depressive, and “other” groups of psychotic 
patients. Findings for each analysis are discussed and 
related to some of the findings reported in prior literature. 

The reviewer considers this monograph to be excellent 
and enlightening reading for those people who do not 
ordinarily read publications in this area. The introductory 
section is exceptionaily well done and gives good feeling 
for the work which has preceeded. A major contribution 
is that of pcinting out the difficulties in undertaking this 
kind of research and of offering hope for those who have 
been disheartened by the obvious difficulties of such an 
approach or of work in such an area. It is lacking as a 
methodological model since the authors have attempted 
no statistical test of the probabilities that observed differ- 
ences reflect real differences. To have included statistical 
evaluation, if only to demonstrate the use of these methods, 
would have increased the usefulness of the application sec- 
tions of the monograph. There is some ambiguity in por- 
traying the data because of a somewhat inadequate explan- 
ation of the semilogarithmic charts used and the absence 
of labeling for the tables explaining the data in the migrant 
rate tables. The monograph has aroused interest in the 
present reviewer in both the earlier work reviewed and in 
the promised revision of theResearch Memorandum of Mi. 
gration Differentials. 


—JS 


“The Mentally Retarded Patient,” by Harold Michael-Smith. 
(Philadelphia: J. B. Lippincott Company, 1956. 203 pp. 
$4.00) 

This brief volume by a Ph.D. in psychology presents 
material that is complete and serves as an excellent outline 
for the study of the mentally retarded individual. Michael- 
Smith’s basic premise is that the mentally retarded patient 
is suffering from a loss rather than a lack, in that the 
retardation is due to the blocking of neurological connec- 
tions rather than the absence of such connections. The 
entire text is based on this premise, and a clear exposition 
of his concept is given in chapters covering “The Role of 
the Physician,” “Brain Impairment,” “Learning and Emo- 
tional Factors” and “Classification of Mental Retardation” 
(based upon the work of Lawrence B. Slobody, Director of 
Pediatrics at the New York Medical College). The impor- 
tance of “Attitudes Toward Prevention and Etiology” of 
mental retardation is equaliy ably presentd as is the “Psy- 
chological Examination” of the patient. Problems of family 
adjustment, education, vocational prognosis and the future 
as related to diagnosis and treatment of such conditions 
complete the book. This is an excellent volume for the 
physician, lay person, parent or medical student. It clearly 
covers the material in the field of mental deficiency and 
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integrates a pattern of understanding and treatment into 
a comprehensible whole. A bibliography for professional 
workers in the field, an appendix listing the state and 
private institutions caring for the mentally retarded child, 
and an index make this a necessary acquisition for the 
library of anyone interested in the study of the mentally 
retarded. 
—DCL 


“Psychology—General-Industrial-Social,” by John Munro 
Frazer. (New York: Philosophical Library, 1956. 310 pp. 
7.50 

: This is a British book “designed to provide an intro- 
duction to general psychology and to illustrate its applica- 
tion in dealing with the human problems of industry and 
commerce and the management of social groups.” In the 
U. S. each of the subjects in its title would require at least 
a one semester course, each utilizing a text as large or 
larger than this one. Obviously, a great deal of compression 
of material has taken place. There are almost no citations 
to the literature, the bibliography is extremely sketchy, and 
some of the statements are over-simplified. However, it 
does provide an acceptable overview of the three fields in 
question. A summary in question-and-answer form follows 
each chapter. There are some illustrations and an index is 
provided. The occasional references to the British Army 
techniques, such as the organization of men of limited 
intelligence into Unarmed Pioneer Companies, suggest that 
the British Army often utilizes its manpower much more 
efficiently than does its American counterpart. This book 
will be useful to the foreman or other supervisor who has 
not had academic training in psychology but who desires 
a working knowledge of its findings as applied to dealing 
with people. They may, however, be deterred by —— 


“Alcoholism,” Edited by George N. Thompson. (Springfield: 
Charles C. Thomas, 1956. 554 pp. $9.50) 

In spite of the continued appearance of literature on 
the problem of alcoholism, the reviewer knows of no medical 
monograph previously published on this subject. In this 
book eleven contributors have collaborated to produce a 
single volume covering nearly all aspects of the problem. 
Chapter One deals with the public health and social aspects. 
The next three chapters offer a concise coverage of the 
pharmacological and patholigical aspects of alcohol and 
alcoholism, with a chapter on alcohol and brain physiology. 
This leads raturally into the questions of alcoholism in 
internal medicine, neurology and psychiatry. The final chap- 
ter presents the special role of electroencephalography in 
alcoholism. As Thompson states in the preface, “We have 
been saying that ‘alcoholism is a disease’, but we have 
continued to act as if the alcoholic were a criminal.” Most 
physicians are too busy to devote adequate attention to the 
time-consuming problem drinker. The lay worker is often 
poorly informed or prejudiced in his viewpoint. All too often 
the alcoholic is driven further into his difficulties. However, 
the advent of the group therapy movement of Alcoholics 
Anonymous has pointed to one way of salvation for these 
unfortunates. This book is a must for anyone concerned 
with the problem, actual or potential, of alcoholic excess. 

—MLB 


Books Received 
“Educating Spastic Children,” by F. Eleanor Schonell. (New 
York: Philosophical Library, 1956, 242 pp. $6.00) 


“Women of Forty,” by M. E. Landau. (New York: Philosiph- 
ical Library, 1956. 49 pp. $2.50) 


A brief monograph on the menopause, written for the 
lay reader. 
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“Adaptation in Pathological Processes,’ by William H. 
Welch. (Baltimore: The John Hopkins Press, 1937. 58 pp. 
$1.50) 

This little book was published 20 years ago, and its text 
is a speech given in 1897! The explanation is that it is an 
item in the Johns Hopkins Publications of the Institute of 
the History of Medicine. The text is as pertinent now as 
it was when given. Probably everyone connected with 
adapted physical education has participated in discus- 
sions as to whether certain adaptation shown by his pa- 
tients were purposeful or harmful. Welch’s answer is forth- 
right: “I believe that it can be shown that most patholog- 
ical adaptations have their foundations in physiological 
processes .. . This adjustment is usually, wholly or in part, 
advantageous to the individual; but it is not necessarily 
so, and it may be harmful.” He then discusses heart hy- 
pertrophy as an example of the mechanism of adaptation. 
A general theory is developed: “cells are incited to growth 
through removal of obstacles to growth in consequence of 
some disturbance in the normal relations or equilibrium of 
the cells with surrounding parts,” and, in the true scientif- 
ic spirit, its weaknesses are discussed. This is an excellent 
book and should promote thought in every professional 
reader. In spite of its age it is a must item for every C.T. 
library. Those finding the subject interesting would do 
well to look up another old item, Lewis & Grant, “Vascular 
Reactions of the Skin to Injury,” Heart, 11:209, 1924. 


—PJR 


“A Follow-Up Study of War Neuroses,” by Norman Q. Brill 
and Gilbert W. Beebe. (Washington, D.C.: United States 
Government Printing Office, 1956. 393 pp.) 

The work reported in this Veterans Administration 
Medical Monograph is a part of the program of studies of 
the Follow-up Agency of the National Research Council. 
The material presented is an examination of the present 
knowledge of psychoneurosis as applied to the military set- 
ting. The results of selection, preventive efforts, treat- 
ment and rehabilitative procedures are covered. Included is 
an evaluation of screening criteria, assignment methods and 
treatment programs. The volume consists of five major 
parts: (1) The Basic Findings, (2) An Analysis of Follow- 
up Data Covering Disability, (3) Analysis of Military Ex- 
perience, (4) An Analysis of Preservice Period and (5) Im- 
plications for Induction, Utilization and Disposition Policies. 
The Appendices cover the various forms used. This volume 
should prove to be of value to the psychiatrist and to the 
interested lay person, as well as to students of research 
methods and statistics. It is without doubt the most com- 
plete work in its field. There are 271 Tables and 11 Fig- 
ures to cover the statistical breakdown of the material re- 
vealed by the above research. The Index is complete and 
provides a source of ready reference for those interested in 
statistical material on follow-up studies of war neuroses. 


—DCL 


“The Biosocial Nature of Man,” by Ashley Montagu. (New 
York: Grove Press, 1956. 123 pp. $1.00. Paper) 

Montagu denies the Darwinian theory that man in- 
herits the aggressiveness of his animal ancestors and the 
Freudian theory that destructive tendencies are present in 
all men. Aggressive behavior, he says, is a purely cultural 
phenomenon—aggression is the expression of an unfulfilled 
need for love. Human nature is the result of interaction 
between biological endowment and environment. Racial 
differences simply reflect cultural experiences. Crime is so- 
cially not biologically, produced; hence there are no consti- 
tutional factors characteristic of criminals. In education, 
then, lies the hope for man’s future. Montagu’s optimistic 
view of man as a cooperative creature is well known and 
this adds nothing new to what he has already written. To 
some of us he seems to oversimplify the problems, but he 
writes beautifully and his message is one of hope. The book 
is recommended reading. 


—PJR 
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News and Comments 








START NEW RESEARCH ON MENTAL ILLNESS 


A new type of research program, aimed at finding 
possible chen:icals in the body that may play a role in the 
production of some forms of mental illness has been 
launched at the Veterans Administration hospital on Leech 
Farm Road in Pittsburgh, Pa. Dr. Amedeo S. Marrazzi, 
director of the VA Research Laboratories in Neuropsychiat- 
ry, located at the Pittsburgh hospital, said his group will 
study disturbances in brain function which could result 
from a disovder in metabolism of the brain—how it uses 
energy supplied by food. The studv will give a better under- 
standing of normal and abnormal brain function, he said. 
This new VA venture will be among the few of its kind in 
the United States, Dr. Lee G. Sewall, manager of the 
hospital, said. 

Dr. Marrazzi explained that sometimes the body, by its 
disturbed metabolism, may produce chemical reactions 
which interfere with the messages that are transmitted 
from the brain along the pathways of the nervous system 
for muscle movement and all forms of human activity. 

The Pittsburgh Laboratories will study the operation 
of the brain in mentally ill persons, primarily those with 
schizophrenia or “split personality,” and also in normal 
persons to determine what blocks or distorts these messages 


ges. 


SPEED UP ON ORTHOPEDIC SHOES 


A new system of handling orthopedic shoes which pro- 
vides better service to veterans and saves taxpayers about 
$50,000 to $60,000 per year has been announced by Veterans 
Administration. 

Centralizing orthopedic shoe services in New York City 
results in quicker and more satisfactory repairs and saves 
approximately $12 per pair on the 5,000 to 6,000 pairs of 
new shoes furnished veterans with foot disabilities annu- 
ally, according to Dr. C.F. Miller, chief of the prosthetic 
appliances and accessories section. 


AMVET AWARD TO RUSS WILLIAMS 


A blind veteran who has dedicated his life to helping 
others who have lost their sight received the National 
Rehabilitation Award, highest honor of the American 
Veterans of World War II (AMVETS) on December 14. He 
is Russell C. Williams, chief of the unique rehabilitation 
center at the Veterans Administration Hospital at Hines, 
Ill., where sightless veterans are taught to “see” with the 
walking cane and become independent, useful citizens again. 

AMVETS national service director John R. Holden of 
Washington, D. C., presented the award in a ceremony at 
AMVETS Post 80, 2408 West Division St., in Chicago, 
attended by more than 300 veterans and government and 
civic officials. 

Mr. Williams is a native Chicagoan who was blinded 
by an exploding shell in France in World War II. A 
gangling, fast-walking man who looks somewhat like Abe 
Lincoln, he has helped 384 sightiess veterans toward a new 
life during the 16 weeks of training each received at the 
Hines VA center. In April this year, he represented VA at 
the two-week world-wide seminar on rehabilitation of the 
blind held in London, England. He is a central figure in 
the VA training film, “The Long Cane,” which has been 
distributed and shown nationally to demonstrate techniques 
used at the Hines center to rehabilitate the blind. Before 
joining VA when the Hines center was opened in 1948, Mr. 
Williams served as special counselor to blinded soldiers in 
the Army. 

Mr. Williams received the Rehabilitation Award of the 
Association for Physical and Mental Rehabilitation in 1955. 
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NEW TB RESEARCH UNDERWAY 


Research aimed at learning how tuberculosis germs 
get into the lungs of uninfected persons and what may be 
done to prevent it is underway at the Veterans Administra- 
tion hospital in Baltimore, Md. The research is being con- 
ducted by Dr. Richard L. Riley, associate professor of 
environmental medicine at Johns Hopkins University 
School of Hygiene and Public Health, as principal investi- 
gator, in association with William Firth Wells, a well- 
known expert on airborne infection and a VA consultant; 
Mrs. Cretyl C. Mills, bacteriologist, and Dr. Walenty Nyka, 
pathologist. 

Dr. Ross L. McLean, director of professional services at 
the Baltimore VA hospital, said that although staff mem- 
bers and volunteer workers in VA tuberculosis hospitals are 
protected effectively from acquiring the disease, findings 
of the research project may be used to develop methods of 
protction more simple than the present techniques. Dr. 
McLean said all evidence points to the air breathed as the 
most important pathway for the TB germ to travel, either 
inside or outside a hospital. Studies with rabbits and using 
special laboratory types of tuberculosis germs have shown 
that only the tiniest of particles can carry the TB germ 
into the lung of an uninfected animal, Dr. McLean said. 
This was demonstrated by artificial contamination of the 
air breathed by the animals with tuberculosis germs borne 
upon particles of various sizes, he said. 

Because the infectious particles are so tiny that they 
float around in the air like smoke, ultra-violet light treat- 
ment of contaminated air has been found effective in 
protecting experimental animals from this laboratory-type 
of tuberculosis, according to Dr. McLean. “It is of the utmost 
importance to determine whether human beings with active 
tuberculosis of the lungs actually contaminate the air they 
breathe with the tiny particles that are so infectious for 
laboratory animals, because this may well be the most 
important way that infectious cases infest other persons,” 
Dr. McLean explained. 

To determine just how contaminated the air breathed 
by persons with active tuberculosis may be, approximately 
200 guinea pigs will stay for many months in an exposure 
chamber where they will breathe air drawn from the rooms 
of patients. The number of animals which show evidence 
of tuberculosis and the length of the time the disease takes 
to develop will measure exactly the degree of contamina- 
tion of air by patients. 





ADVANCE NOTICE OF AN EXAMINATION IN 
INDIVIDUAL REMEDIAL PHYSICAL EDUCATION 


The Division of Physical and Health Education 
of the Philadelphia Public Schools takes pleasure in 
announcing the initial examination for teaching in- 
dividual remedial (corrective) physieal education in 
the junior high, senior high, and vocational-techni- 
cal schools. 

Individual remedial (corrective) physical educa- 
tion in this city deals primarily with the improve- 
ment and/or correction of orthopedic defects with 
special emphasis placed on posture and foot devia- 
tions. 

Candidates for this examination must be gradu- 
ates of approved colleges or universities with majors 
in physical and health education. It is desirable that 
they have additional special study in remedial (cor- 
rective) physical education or physical therapy. 

The date, time and place of the examination 
will be announced very shortly. For additional infor- 
mation write: 


The Division of Examinations 
Board of Public Education 
Parkway at 2ist Street 
Philadelphia 3, Pa. 
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“If these guinea pigs contract tuberculosis in sufficient 
numbers, it will prove that human beings with tuberculosis 
of the lung procuce the type of minute infective particles 
which already have been shown to be so highly infectious 
for the experimental animal,” Dr. McLean said. “Once 
this fact has been established, new, more simple methods 
for protecting those who care for tuberculous patients may 
possibly be introduced to supplement or replace the pres- 
ently used highly effective methods. Also, these results may 
lead to air hygiene research in other fields with broad 
implications regarding the protection of persons who may 
be exposed to infection in other ways outside the hospital.” 


VA INVESTIGATING HIGH BLOOD PRESSURE 


High blood pressure, man’s greatest killer, will be 
investigated through large-scale drug research, Veterans 
Administration has announced. Dr. Edward D. Freis of the 
VA Mount Alto Hospital in Washington, D. C., is coordinator 
of the program. He said the study is aimed at determining 
how well newer drugs control high blood pressure and 
whether they can prevent hardening of the arteries, heart 
attacks, strokes, and other complications of the disease. 
Six VA hospitals will carry out the research. In addition 
to Mount Alto, they are at Iowa City, Iowa; San Juan, 
Puerto Rico; Chicago West Side, and Richmond, Va., with 
a sixth still to be chosen. 

Dr. Freis said the drugs under test are reserpine, which 
is a tranquilizer; hydralazine, a powerful dilator of blood 
vessels, and pentolinium tartrate, chlorisondamine chloride, 
and mecamylamine hydrochloride. The latter three are 
synthetic compounds that blotk transmission of nerve 
impulses to the blood vessels. When patients with high 
blood pressure are admitted to the six participating hos- 
pitals, evaluations of their conditions, including laboratory 
and X-ray procedures, will be made, Dr. Freis said. The 
patients then will be divided into three groups of mild, 
moderately severe, and severe cases, he said. In accordance 
with their medical needs, some patients will receive reser- 
pine alone, others reserpine and hydralazine, and others 
reserpine plus another drug that blocks nerve impulses. 

Dr. Freis said that after patients return to their homes, 
records of blood pressure will be taken daily and frequent 
visits will be made by the patients to hospitals where 
improvements will be checked. At the end of a year, patients 
will return to the hospitals where the various laboratory 
procedures will be repeated to determine the effects of the 
treatment, he said. 


VA SETS NEW POLICY 
TOWARD AGED MENTAL PATIENTS 


More efficient tse of bed space in Veterans Adminis- 
tration hospitals has given VA the equivalent of another 
1,700-bed mental hospital in the past four years. Dr. J. F. 
Casey, director of the psychiatry and neurology service at 
VA central office in Washington, D. C., said that approxi- 
mately 1,700 beds have been freed in VA mental hospitals 
since August, 1952 by transfer of about 1,700 elderly 
chronic mental patients with physical illnesses to VA gen- 
eral medical and surgical hospitals that give special care 
to aged patients. Results of the transfers have been even 
better than were expected, probably because the staffs of 
the general medical and surgical hospitals were able to give 
more personal attention to patients than the smaller staffs 
of the mental hospitals had been able to give, Dr. Casey 
said. 

The patients transferred to general medical and surgical 
hospitals were those whose mental illnesses had become 
stabilized and resistant to treatment over periods of 10 to 
20 years so that their chronic physical illnesses were pre- 
dominant, Dr. Casey explained. The transfers were part of 
a special VA program to provide a type of care and re- 
habilitation designed for elderly patients with chronic 
physical illnesses of many kinds. 
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DRASTIC REDUCTION IN 
SHOCK TREATMENT REPORTED 


Electric and insulin shock treatment for mental illness 
has been reduced by an estimated 90 percent at Veterans 
Administration mental hospitals through use of the new 
tranquilizing drugs. In addition, the tranquilizers are per- 
mitting better treatment for mentally ill veterans, with the 
result that more patients can return home by discharge 
from hospitals and trial visits, Dr. Ivan F. Bennett, Chief 
of Psychiatric Research in the VA Central Office at Wash- 
ington, D. C., said. The drugs enable VA hospitals to make 
more efficient use of personnel, since there is no longer a 
need to maintain teams of personnel in shock units. These 
personnel now can work directly with patients in their 
other activities, Dr. Bennett said. In addition, treatment 
with the tranquilizing drugs is less expensive than insulin 
shock treatment 

“However,” Dr. Bennett said, “there still remain men- 
tally ill patients in VA hospitals whose conditions cannot 
be relieved by the newer methods or who remain resistant 
to the effect of tranquilizing drugs. These patients, in order 
to have the best available treatments in modern psychiatry, 
are receiving shock therapies.” 

Tranquilizing drug therapy, like the older shock 
therapies, is not a cure for mental illness, Dr. Bennett said. 
He explained that the drug therapy results in such a degree 
of improvement in symptoms that patients are happier in 
their relationships with others, often are able to be at home 
with their families, and often can be gainfully employed. 
Dr. Bennett’s estimate of an overall 90-percent reduction 
in electric and insulin shock treatment was made from a 
representative sampling of VA neuropsychiatric hospitals 
throughout the nation. 





VA CITES REHABILITATION GAINS 


Chronically ill and aged veterans, hospitalized 10 to 20 
years, are being rehabilitated and discharged from Veterans 
Administration hospitals under an advanced concept of 
long-term patient care established by VA. Dr. I. J. Cohen, 
hospitals and clinics director in VA Central Office at 
Washington, D. C., said that since the new program was 
put into operation about a year ago 1,159 of the initial group 
of 4,263 chronic hospital patients have been discharged. 
“A concerted effort is made to rehabilitate these chronic- 
ally ill veterans sufficiently for them to be returned to 
their homes, to a foster home, or to other appropriate 
community facilities,’ Dr. Cohen said. “Those for whom 
this is not possible continue to receive the care and treat- 
ment needed in as nearly a home-like atmosphere as it is 
possible to have in a hospital.” 

The program for long-term patients is aimed at pro- 
viding for their needs after doctors have done all that is 
possible to cure their diseases, Dr. Cohen explained. Con- 
tinuing medical care is part of the program, but emphasis 
is placed on preparing patients for return to their home 
communities or for living with as much independence as 
possible within the hospital, so that deterioration may be 
prevented or retarded, he said. 

Dr. Cohen said if patients with heart and blood vessel 
disorders, diseases of the digestive system, arthritis and 
other chronic conditions are allowed to lie in hospital beds 
year after year with only routine care, the resultant de- 
terioration is likely to become irreversible. “The VA pro- 
gram,” he added, “is an all-out effort by every branch of 
the hospital staff to rehabilitate long-term patients so they 
may achieve the best possible physical condition and maxi- 
mum self-help, and to provide them with recreational, 
spiritual, and social activities so as to prevent mental re- 
gression and social isolation.” To provide this type of pro- 
gram, many VA hospitals have established special wards 
or sections for long-term patients and have made specific 
changes in their operations. It is expected that many more 
will do the same as staff members become available, Dr. 
Cohen said. 


(Cont’d on Next Page) 
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Make Checks Payable To: 
Association for Physical 
and Mental Rehabilitation 


Enclosed please find (check one) 


Name 


I received my 
(cross out one) 


Iam 


I am employed at 
(list your position) 


I have a special interest in rehabilitation because 





MEMBERSHIP APPLICATION 


[] $ 5.00 for my Professional Membership 


(-] $10.00 for my Active Membership [] $ 4.00 for my Associate Membership 


Mail to Mrs. Eleanor B. Stone 
2451 Webb Ave. 
University Heights 68, N. Y. 





Bt eto Date : 
(Print or Type) 
Home Address anveste ee : as eo tes 

(Street) (City) (State) 

Signature ES ew ore 

Proposed by z a coca A vesS BO i rae A eee 

Active 

Position Title = __._ Location Bae eee 

Education a a 2 re ae ee ea : Pe ee st eee we 
(College) (Major) (Degrees) 

(Degree with major in Physical Education required) 


Training and/or experience in Physical and/or Medical Rehabilitation includes:— 


(One year under the direct supervision of a Medical Do.tor required) 


Professional 
degree or certificate from 


. eee eee a eee eee 
(List your profession related to rehabilitation, such as physician, nurse, clinical psychologist, speech therapist, physical educator, sports 
technician, social worker, vocational advisor, etc.) 

I have a special interest in rehabilitation because So ee ee 
Associate 








(location) 























WE NEED BACK 


FIFTY CENTS Mail to The Editor 1947 
Paid for each issue. Box 478 1948 
Good condition only. Montrose, N. Y. 1949 
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AGED MENTAL PATIENTS (Cont’d) 


By grouping long-term patients on wards or sections, 
the hospitals are able to relax the rigid routine necessary 
on wards for acutely ill patients and to provide personnel 
especially trained in caring for the chronically ill, he said. 

Dr. Cohen said volunteer assistance from communities 
in which VA hospitals are located is expected to be especial- 
ly helpful in the program. Volunteers working in VA hos- 
pitals can bring new interests to long-hospitalized patients 
and help them re-establish associations with the outside 
world, he emphasized. All VA general medical and surgical 
hospitals and some VA tuberculosis hospitals are caring for 
patients of this type, but 49 hospitals have special wards 
or sections for long-term patients, Dr. Cohen said. 


ANNOUNCE MENTAL HEALTH WEEK 


The 9th annual observance of National Mental Health 
Week will take place from April°28 to May 4, 1957. The 
National Association for Mental Health and the National 
Institute of Mental Health are co-sponsoring the program. 


Give To The Scholarship Fund 


J.A.P.M.R. — January-February, 1957 











FRANKLIN TILT BED 


“GETS THEM ON THEIR 
FEET EARLY” 


Designed to give ease and comfort and 
provide treatment for patients too weak 
or ill to be transfer.ed to a Tilt-Table 
for therapy treatment, the new Franklin 
Tilt Bed provides for all of the standard 
hospital bed positions and adjustments, 
as well as the important features of tilt- 
tables. 

Motorized’ tilting mechanism is con- 
trolled by a remote control switch op- 
erated from any position near the bed. 
Any position between horizontal and 90 
degrees can be attained by gradual ad- 
justment. 


CONFORMS TO STANDARD HOSPITAL 
BED SIZES 





Model M-300 
Spring type, two-crank, 
side-adjusting 
Gatch Spring 
Casters, 3” locking type, 
ballbearing 


Motor, % H.P., 110 V, 60 FRANKLIN HOSPITAL 


For More Information Write: 


cycle, single-phase ex- 
plosion-proof motor 
(D.C. motor supplied 
on request) 


EQUIPMENT CoO. 
116 Academy Street, Newark 2, N. J. 
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Alabama 


James Berry 

Arnold E. Caldwell 
Raymond B. Heaslet 
Louie W. Hussey 
Lloyd D. Jackson 
Edwin D. Jones 
Crawford T. Mason, Jr. 
Edward W. Taylor 


Arizona 


Lowell C. Bailey 
George O. Belders 
Laurence W. Weeks 


Arkansas 


Sloan M. Dickson, Jr. 
James W. Fullerton 
William R. Hornsby 
Harold D. Leach 
Aurelin L. Scholl 
Luther R. Tarrants 
Ralph L. Wickstrom 
Joseph D. Wise 


California 


David Anderson 
Richard C. Barr 
Harold J. Brenner 
Thomas F. Brown 
Steven Castura 
Herbert P. Daykin 
John J. De Palma 
George V. Devins 
Francis J. Dolan 
James G. Dunkelberg 
Warren B. Finley 
Robert F. Flanegin 
Richard G. Fowler 
Evangelo M. Gerontinos 
Jack F. Grader 
Zane E. Grimm 
Harry W. Hart 
Rudolph Jahn 
Herbert C. Johnson 
Karris Keirn 

William Koos 
Andrew D. Kush 
Norman A. Lerman 
Clifford H. Loose 
Dorothy C. Lynch 
Fletcher J. McDonald 
Hans C. Mader 
Stanley E. Marcil 
Robert H. Mark 
Thomas C. Meyer 


FOR CERTIFICATION OF 


Official Registry 1956-57 


(Registry expires July 1, 1957) 


Effie Mae Morrison 
Fred A. O’Banion 
Philip J. Rasch 
Marie Hamel Royer 
John J. Sellwood* 
Luther J. Shaeffer 
Frank Simmons 
Harold L. Snedeker 
Marcia Stepp 
Joseph N. Tosches 
Bernard H. Weber 
Philip A. West 
Charles E. Willhite 
George F. Wood 
Carl H. Young 
Burr S. Zachary 


*Deceased 


Colorado 


George D. Allen 
Frances R. Bascom 
Mildred B. Ringo 
Joseph V. Seamon 


Connecticut 


Edwin F. Simmons 


Delaware 


John E. Davis 
Frank P. Delliquanti 


Florida 


John A. Bozovich 
George B. Crawford 
Charles W. Ishmael 
Chester J. Nadolski 
William G. Redden 
Kenneth C. Schulz 
Clarence H. Sutter 
Albert P. Tully 
William A. Walters 


Georgia 


Martin L. Bailey 
Paul E. Beck 

Willis P. Denny 
Herman Lodge 
Coleman B. Paul 
Harvey B. Stribling 


Idaho 


Bernard J. Brault 


CORRECTIVE THERAPISTS 


Illinois 


Robert J. Arlen 
Burt R. Becker 
Donald R. Bless 
Henry T. Clay 
Alfred D. Corbett 
Irene S. Conte 
Paul E. Conte 
Rosslyn H. Elvidge 
Leicester W. Farmer 
Raymond F. Florek 
Roland J. Gagnon 
Harry L. Hicks 

Lee D. Jaeger 
Gene S. Jantzen 
Donald F. Joda 
Louis Kachiroubas 
Joseph W. Kempa 
Jacob P. Klein 
Paul W. Kostyniuk 
Elmer Maurer 
John J. Mustari 
Porter W. Myrick 
Vincent J. Oddo 
Walter G. Olenek 
Frank A. Ortega 
William G. Paulick 
Carl B. Peterson 
Carl C. Purcell 
William W. Raupp 
F. Norman Roche 
Melvin Sader 
Lawrence E. Schipper 
Carl C. Schwartz 
Clovis E. Semmes 
Robert E. Shelton 
Marvin Siegel 
John Sikich 
Norman B. Tenner 
Kenneth J. Thornton 
Edward B. Thuis 
Howard J. Workowski 
William J. Zillmer 


Indiana 


Harry Basan 

Elmer R. Ganza 
Warren E. Gleason 
Eugene C. Isaacs 
John H. Lewis 

Olaf C. Naugle 
Lawrence M. O’Melia 


Iowa 


William A. Davis 
LeRoy M. Duff 

Leonard C. Ewald 
Darrell L. Fouch 
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Frank T. Hazelton 
Edmund J. Osgood 
Alexander J. Pesetski 
Herleik Quamme 
Frank D. Sills 

Roy L. Swartz 


Kansas 


William F. Cook 
Clyde C. Coulson 
Claude T. Daniel 
Edgar J. Gay 
Lawrence E. Heintzelman 
Ralph J. Krattli 
Charles W. Lacey 
Joseph J. Phillips 
Robert W. Retter 
Robert O. Swengel 
James W. Watkins 
Lee B. Wilson 


Kentucky 


Richard J. Betz 
Charles E. Hayes 
Erica Jokl-Lestmann 
Earl W. Mason 
Michael A. Riley 
James R. Rosenfield 
Nicholas Wanchic 


Louisiana 


Victor E. Cerise 
Walter W. Enloe 
Johnnie M. Jackson 
John G. Latkovitch 
Jack K. Watson 
Ernest A. Wilbur 


Maine 


Charles Bader 
James J. Mahaney 
Paul C. Mooney 
Pasquale J. Perrino 


Maryland 


Edward W. Anderson, Jr. 
William G. Bagnall 

John R. Delmar 
Anthony J. Kursvietis 
Francis M. Marusak 
Benjamin Peckerman 
Angelo A. Tiritilli 


Massachusetts 


Joseph R. Altott 
Vincent W. Andersen 
Arnold S. Arsenault 
Daniel Bennett 
Edith P. Burkland 
William C. Connolly 
Edward S. Curran 
Kenneth A. Dening 
Frank S. Deyoe, Jr. 
Frank J. Dignan 
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Thomas J. Driscoll 
Alfred B. Ellison 
James J. Gallo 
Charles E. Goslow 
John C. Harunk 
George Heos 

Robert E. Hodgdon 
James J. Kacavas 
Romeo A. Laramee 
Lawrence P. McNulty + 
Sidney Mackler 
Raymond E. Nilson 
Arthur B. Parker, Jr. 
Arthur A. Peters 
Thomas J. Rowley 
Everett M. Sanders 
Roberto Santana 
Sarah S. Suzedell 
Earl W. Whitaker 


Michigan 


Arden L. Collins 
Duane W. Koshork 
Raymond Kreick 
Adolphus A. LaLonde 
Joseph E. Morcombe 
Hartwig H. Ruesch 
George Slager 

Jack M. Steiner 
William W. Young 


Minnesota 


Osborne F. Billing 
Harry B. Dando 
Chester A. Nelson 


Mississippi 

Lester P. Burrowes 
Elmer Fillingim 
Tom G. George 
Robert W. Kilpatrick 
Robert A. Parrish 


Missouri 


Hyman Kinstler 

M. Raymond Robinson 
Raymond Schmidt 
George A. Walker 


Nebraska 


Irvin L. Peterson 
W. Wayne Reynolds 
Herbert Rubin 
Howard Zimmer 


Nevada 


Simon L, Zive 


New Jersey 


David S. Bilowit 
Joseph H. Donohue 


Alan D. Farner 
Edward D. Friedman 
Van D. Goodsell 

C. Thomas Hassard 
Chris A. Kopf 
Kenneth Osinski 
Samuel F. Porch 
Frank G. Vurture 
Donald W. Wright 


New Mexico 


Henry L. Kil 


New York 


Murray S. Adler 
Mario F. Andriolo 
John J. Baldino 
William C. Beeke 
Margot Behrend 

Leo Berner 

Wilford E. Bingham, Jr. 
Regina Birnbaum 
Raymond L. Boda, Jr. 
Sam Boruchov 

Lee C. Brooks 
Vincent J. Bruno 
Michael N. Buonanno 
Frank F. Chilletti 
Oscar Ciner 

Bernard L. Cunningham 
Paul E. Daniels 
Joseph W. Delmerico 
Marthann E. Doolittle 
Joseph T. D’Orazio 
Robert S. Evangelist 
Thomas J. Fleming 
Samuel B. Ford, Jr. 
Benjamin Forman 
Walter J. Goralewicz 
Benjamin Gordon 
Morris Gross 

Louis Guignard 
Wendell C. Hewson 
William H. Kultzow 
Warren N. Landon 
Theresa J. Lanna 
Ambrose L. LaVigne 
Julius Levin 

Harold A. McCormick 
William M. McGowan 
J. Robert Macaluso 
Louis F. Mantovano 
Edward F. Mecchella 
Ward A. Merrell 
Norman L. Ness 
Gunnar E. Ohberg 
John J. Pistor 
Elizabeth R. Rosen 
Frank A. Sammarino 
Alfred J. Sapecky 
Francesca Schweitzer 
Frances E. Sternstein 
Eleanor B. Stone 
Arthur D. Tauber 
Raymond A. Weiss 
Roger H. Wessel 
Robert T. Westerman 
Hyman S. Wettstein 
Horace Wright 
Siegmund L. Zweig 


North Carolina 


James M. Field 
D L Garland 
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Albert Koball 
Robert E. McIntire 


Ohio 


Carl H. Alsberg 
John R. Baker 
Charles E. Castle 
Richard L. Christian 
John F. Cullinan 
Robert L. Davis 

Eli A. Ellis 

Richard G. Hannan 
Mark W. Howett, Jr. 
George Jurcisin 
Harry F. Kitsmiller 
Robert L. Kohler 
Arthur Landy 

Verl V. Mangen 
Charles M. Morris 
John B. Murphy, Jr. 
Edward P. Pickard, Jr. 
Worth J. Randall 
Earl B. Raymer 

Paul E. Roland 
James E. Strausbaugh 
Mark W. Ullman 
Thomas C. Varrelmann 
Philip J. Walsh 
Raymond A. Yates 


Oklahoma 
Donald J. Relyea 


Oregon 


Wilford B. Brickey 
Everett C. Converse 
Paul A. Hedman 
Margaret S. Poley 
Frederick W. Pramann 


Pennsylvania 


John A. Cerra 
Frank R. Coleman 
William E. Cully 
Paul A. Eberly 
Karl W. Erdman 
Durwood A. Evans 
Warren L. Hayman 
Charles D. Karoll 
Wayne E. Kirker 
Gerard J. LeHoux 
Vincent T. McGrath 
Virginia MacMillan 
Emmett V. Mariano 


Hedwig H. Mautner 
John T. Quailey 
John C. Sales 
Charles J. Toman 
Edward P. Walsh 
Michael A. Walsh 
Emil W. Weber 
Michael Yarosh 


Rhode Island 
Walter L. Wilkins 


South Carolina 


Walter B. Carns 
Jackson B. Cobb 
Freeman E. Huskey 
George A. Sloan 


South Dakota 
Harry L. Bradley 


Hollie E. Brownlee 
Guy I. Herald 


Tennessee 


Robert W. Baskin 


Walter E. Beasley, Jr. 


Paul B. Bell 

James P. Callahan 
Charles W. McHugh 
Stanley H. Wertz 


Texas 


John J. Arena 
Will O. Bearden 
Rex M. Bishop 
Wilburn Curnutt 
David W. Holzaepfel 
Kenneth R. Evans 
Ralph F. Hooker 
Jewett L. Hunter 
Karl K. Klein 
Edwin Maas 

John B. Nall 

Jack Tracktir 
Julian Vogel 
Edward J. Wojecki 


Utah 
Robert G. Barton 





Wallace J. Coleman 
James H. Cushing 
Arlie J. Hughes 
Robert Kornick 
Henry H. White 
Verl J. Wilde 
Harlan C. Wood 


Virginia 


Samuel C. Burchart 

Lester W. Daniels 

Kline Grogan 

Clair A. Kaltreider 

Leroy T. McAllister 

Dennis C. Rice 

Alexander S. Semenkovich 
William C. Thomas 
Johannes Timmerman 

Viola W. Vest 


Washington 


Bruce M. Goodrich 
Roland L. Hackler 
Alfred E. Seaman 
Louis J. Souza 
Robert C. Templer 
Walter A. Walkord 
Richard E. Wallace 


West Virginia 


Willard I. Braithwaite 
James M. Cadigan 


Wisconsin 


Peter R. Brasic 
John E. Cemirys. 
Richard L. Comstock 
Richard A. Cowman 
Dominic Cuda 
Louis Fishbune 
John C. Foti 
Howard E. Joy 
Robert J. Krebs 
Edward J. Misiak 
George E. Nash 
Herbert O. Paul 
William A. Peatfield 
Leslie M. Root 


Wyoming 


Robert, Kramer 
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ANNOUNCING 


SCHOLARSHIPS 


For Specialized Training in 


| CORRECTIVE THERAPY 


Sponsored by 
_ | THE ASSOCIATION FOR PHYSICAL AND MENTAL REHABILITATION 


SELECTEES TO BE ANNOUNCED IN JULY, 1957 


Number of Scholarships — two 


Amount $250.00 
Eligible Applicants 


Graduates from a college or university approved and 
accredited by the APMR with a degree in Health and/or 
Physical Education. 


Basis for Selection College record, character, qualities of leadership, seri- 
ousness of purpose, ability to meet entrance require- 
ments. 


| Selection Committee 


Chairman of the Fund, President, APMR and members 
of National Scholarship Advisory Committee: 

Bernard Stoll, M.D. A.B.C. Knudson, M.D. 

Fritz Friedland, M.D. Louis B. Newman, M.D. 


Limitation Graduate work at accredited school. 


j d University of California at Los Angeles 
Accredite Schools Columbia University, Teachers Collece 
State University of Iowa 
*George Pepperdine College 
Ohio State University 
Temple University 
Springfield College 
New York University 
*Nebraska Wesleyan University 
Boston University 
University of Utah 
*Scholarship Senior undergraduate year if certification re- 
quirements can be met upon graduation. 
Applications May be made by forwarding a letter prior to June 15 
1957, containing a curriculum vitae, three character ref- 
erences, three professional references and a college tran- 
script. 
Send to Chairman, Scholarship Fund, The Association for Phys- 
ical and Mental Rehabilitation, 1472 Broadway, New 
York 36, N. Y. 
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DRIVE YOUR CA 
—SAFELY — 
—EASILY 


with new 
improved 
Mechanical 


GAS & BRAKE 


HAND 


CONTROLS 
$39.50 


ius Postage 
with copy 
of this ad 
KITS CAN BE 
INSTALLED 
IN 2 HOURS 


Here's the greatest development in handicapped driver 
controls, One lever does both operations — works botu 
brake and gas — makes your car absolutely fool-proof. 
Vhe slightest touch of your fingers now operates your 
car. Other units selling at more than three times our 
price cannot give better performance. We guarantee this 
on a money-back basis. Thirty years’ experience in build- 
ing automatic clutch and brake controls is behind this 
guarantee. CALL OR WRITE FOR FREE PAMPHLET. 


Brake 


Center, Inc. 
Chas. Libby, Pres. 


3716 QUEENS BLVD. 
LONG ISLAND CITY 
NEW YORK 


STillwell 4-6417 
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SYED RRR EINE 





An all-purpose hydraulic transfer 
for the wheelchair- bound 


Ted Hoyer & Company 


Oshkosh, Wisconsin 

















Encourage Independence 


with X-TEND 
Longhandled Toothbrush 


An invaluable health device, cne of several we have 
designed specifically for the physically disabled with 
limited range of motion in arms, shoulders, or hands. 
16” long, with varied connection to set toothbrush at 
45° or 90° angle, as desired. Made of tubular aluminum, 
with safti-grip handle and special replaceable tooth- 
brush. Complete, prepaid in U.S., .... $1.95 each 
DISCOUNTS 
To Recognized Hospitals and Institutions 
ONE OF MANY ITEMS DESIGNED for the physically 
disabled, shown in our catalogue offered below. 


FASCOLE CORPORATION 


Dept. 5-A 
Shopping Center for the Physically Disabled 
229 Fourth Avenue, New York 5, N. Y. 








|—- — — Free New Catalogue — — on 


“A New Shopping Center for the Physically Disabled” offers 

| a complete line of intimate, personal items and_ self-help | 
devices for paraplegic, disabled, and recuperating persons. 

| WRITE ON YOUR LETTERHEAD NOW. 





For Treatment 
of 


SPASTIC CASES ¢ CEREBRAL 
PALSY e STROKE e POLIO 
HAND INJURIES 
GENERAL ELECTRIC COMPANY’S 
SILICONE 


BOUNCING PUTTY 


Does Not Harden @ Lasts Indefinitely 





PHYSICAL 


Can Be Autoclaved 
THERAPY 
As A “Trial Order”’—Send $2.00 For One 


$2.85 Jar 


S. R. GITTENS, Sole Distributor 
1620 Callowhill St., Philadelphia 30, Pa. 











FREE BROCHURES 


Corrective Therapy 
and 


Assoc. For Physical & Mental Rehab. 


Mail Requests to: KENNETH DENING 
226 Wyman Rd., North Abington, Mass. 
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Classified Directory 





| Price of Directory Listing for one Year—6 issues—$10.00 








STORES WHERE EVEREST AND JENNINGS PRODUCTS MAY BE PURCHASED 


BOWERS AMBULANCE SERVICE, 430 E. Pacific Coast Highway, Long Beach, California. 

V. MUELLER & Co., 320 S. Honore St., Chicago 12, Tlinois .0.0000 PI) aD e TE HO ET OT SE 3-2180 
PEACOCK SuRGICAL Co., INC., 1235 Texas Ave., Shreveport, Louisiama 22... ececccecccceceeceeee Day 3-5276—Night 17-4910 
BeETH-MoNnNT SurGicaL Supp.y Co., 6811 Wisconsin Ave., Chevy Chase, Md. 
THE COLSON-MERRIAM Co., 1623 N. Aisquith St., Baltimore, Maryland .... .... 
SEILER SuRGICAL Co., INc., 111 S. 17th St., Omaha 2, Nebraska 
AMSTERDAM BROTHERS, 1060 Broad St., Newark 2, New Jersey 
BURLINGTON SURGICAL APPLIANCES, 314 High St., Burlington, New Jersey 
COSMEVO SuRGICAL SuPpPLY Co., 236 River St., Hackensack, New Jersey 
FIDELITY MEpDICAL Supply Co., lst & St. Clair Sts., Dayton 2, Onio 


Sc egeleh Ae a coe : ..... Mulberry 2847 
EN se I NN CON ETT TE . ATlantic 5825 


TN ERE Te eee ee ny ee TE Burlington 3-0062 
ecaieedeorneueaacee tha dmam aes ae ae oe Diamond 3-5555 





E. A. WarNIK Co., Simon Long Building, 50-52 S. Main St., Wilkes-Barre, Pennsylvania .......... i Ore eee ee 2-8064 
MarVIN F. PoLarp Co., 1412 E. Broad St., Richmond, Virginia 
KLOMAN INSTRUMENT Co., INC., 1822 Eye St., N.W., Washington 6, D.C. oon et cccccccecceccececcceceesececceesecseeeeceecescece ME 3900 


STORES WHERE EVEREST AND JENNINGS PRODUCTS MAY BE RENTED OR PURCHASED 


ABBEY RENTs, 600 S. Normandie Ave., Los Angeles 5, Calif... eetcecsccecscessesesseccceseesseessenee DU—4-5292; PL—2-3131 
AN—1-6134; HO—2-0924; HE—2-2973; TO—6-1714; OX—4-2603; OR—17-6178; CI—3-2101 

PO—39105; DI—4-7137; OL—2-2760; SY—5-7041; EX—4-3232: KI—5-1181 

ABBEY RENTS, 2895 El Cajon Blvd., San Diego 4, Calif. .......... wba nspate set sas eaveceeeaveurorebsyasceneevesessssemeesesesioierioressivles ATwater—1-8151 
Ansay Rebrs, 1514 Post Street, San Franciace 9, Caves. nn. cnecescccsasnccsccssseesecesencescsascucpepeseseccnecensessectace GRaystone—4-2525 
Aveey Weis, 2041 S. Bl Camino Real, Sarr WEA, CL. ng a s.aicencccenccncccesccecsesecsckicenssastececseecevcessenvvicsweseuneeeacescce FIreside—5-5775 
er e.,  SEIS- Tere ae, CORBIN: TE Te. scission societies acca Santee castes Higate—4-8181 
ABBEY RENTS, 1827 “J” Street, Sacramento 14, Calif. .. Se  — | 
Ae Cran, 1000 T.. Burnside, Partlaricl B46, Dre. cag nascar sss cece sen pscerciceasesn intact BElmont—4-5001 
ABBEY RENTS, 1000 Pike. Street, Seattle 1, Wash. 2.0.0.0... sescsssssecseeees ox SEneca—5040 
De TIE, BED. TOSCIEGS,, SOCIO DC ain iss sss cnsncsesrssesniinsnciccscctnccneees cent ieinasasestainniccsaigadd PEarl—3-4651 
Bae Giese, SOG TCOCC WAY. TEAR CS GT, Oe ncn icine cssenves ses ccsencinsnssescassvsanecstesrbnsaiiadeecbctesencacicciecanes JEfferson—1-5200 
ABBEY RENTS, 3230 Washington Blvd., St. Louis 3, Mo ........ 000000... OL—2-5700; MI—7-3300 
ABBEY RENTS, 2220 Lyndale Ave. S., Minneapolis 5, Minn FE—8-8931; MI—6-6546 
ABBEY RENTS, 2824 W. Fond du Lac Ave., Milwaukee 10, Wis. ....... —_ UPtown—3-2000 
ABBEY RENTS, 3545 Reading Road, Cincinnati 29, O)I0 ..0..2. eee eeeeeeeeees AVon—1-7000 


B save cece suaee otic acties JAckson—3-4416 



































MenpicaL ARTs SuPPLY, 233 Washington S.E. and Pharmacy 20-23 Sheldon S.E., Grand Rapids 2, Mich. ............ 9-8274 
Pinstiry Mepica. Surry Co., ist and St: Clair Sts., DaytOn 2, OW ..nn.........cxceccccecccpssesessesosscsnseccessesbesseecenavercssesessazerss MI 7636 
Dowp CHAIR RENTAL & SALES, 138 South Highland Ave., Pittsburgh, Pa. 20... teessescsssseseees-e-ee--.. MOntrose 1-5355 


Dowp CHAIR RENTAL & SALES, 4848 Weodward Ave., Detroit 1, Mich. .............. 
Bows Cisanm Bomeras, Gy Gates, SIO TAT. Gime Be, BOTT Bey ee acca ssw sisi ce nssciscessavosgscnccsvatcsicacccsessigenccess 89-8561 
Dowp CHAIR RENTAL & SALES, 392 Franklin St., Buffalo, New York 2000.0... ccecsccesccccceccccececcacececees Cleveland 3335 
Dowp CHaIR RENTAL & SALEs, (Canada) Lrp., 589 Yonge St., Toronto 5, Ontario, Canada ........................ WAlnut 4-6644 
Ex_mira Druc & CHEMICAL Co., 368 No. Main St., Elmira, New York ............ 6289 
Sam Fortas House FURNISHING Co., INC., Main and Poplar, Memphis, Tenn. ....0..0... wee JAckson 5-3515 
HEYL PuHysIcIANS SuPppLy Co., 419 State St., Erie, Pennsylvania 000... eee 2-6785 


Temple 3-3490 




















MANUFACTURERS OF ORTHOPEDIC AND PROSTHETIC APPLIANCES 


BIRMINGHAM ARTIFICIAL LimsB Co., 410 N. 19th St., Birmingham 3, Alabama ....................- j 3-1786 
Fmpetiry ORTHOPEDIC, 5th and Main Sts., Dayton 2, Ohio 

GEORGE S. ANDERSSEN Co., 3419 Walnut St., Philadelphia 4, Pennsylvania 

Wars Gunareat Co., 1004 Grand Ave., New Haveri 11, Commeciieit anni caoss ccs cecesescssesnssecescsenscssecessttocevioncwtes State 7-3005 





UNCLASSIFIED 


THE LIEBEL-FLARSHEIM Co., Manufacturers of Apparatus for Physical Medicine, Cincinnati 15, Ohio ............ PO 2700 
NATIONAL SPORTS EQUIPMENT Co., Mfgrs. of Therapy Gym Mats, 360-370 N. Marquette St., Fond du Lac Wisc 8200 

















IF NOT DELIVERED IN 5 DAYS 


RETURN TO 
EDWARD F. MECCHELLA 


BOX 478, MONTROSE, N. Y. 








THE BIG NAME IS 
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SEC. 34.66 P. L. & at 
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MT. KISCO, N.Y. 
PERMIT No. 222 


SUSPENDED BACKSTOPS 


ADJUSTABLE BUCK PARALLEL BARS 
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CHEST WEIGHTS 


IN GYMNASIUM AND 
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WALL FOLDING 
PARALLEL BARS 





CORRECTIVE EQUIPMENT 


The name PORTER is a symbol of 
dependable performance only because PORTER 
has earned this distinction. It is a logical 
result of PORTER'S insistence for 
nearly a century upon the highest 
standards of design and workmanship. 


PORTER’S LINE OF GYMNASIUM EQUIPMENT IS COMPLETE BUT IT IS ALSO AUTHENTIC 


e Basketball Backstops 
e Corrective Equipment 
e Chest Machines 
e Climbing Ropes 


e Stall Bars @ Vaulting Horses 

e Parallel Bars e Vaulting Bucks 

e Horizontal Bars e Jump Standards 

e Spring Boards e@ Mats and Mat Trucks 


e Anthropometric Equipment e Rowing Machines e Game Standards 


PORTER engineers are always 
available for assistance in the 
selection and installation of 
every kind of gymnasium or 
corrective equipment. 


arly a Cen tury ' f Quality Manufacturing 
THE J. E. PORTER CORPORATION 


OTTAWA «+ ILLINOIS 
BUILDERS OF GYMNASIUM, PLAYGROUND AND BASKETBALL EQUIPME 

















